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are discussed, including problems of data collection, the jurisdic-
tional overlap in planning, the utilization of mid-level profes—
sionals, the importance of an integrative view of health planning,
the inherent limitations of health sciences education planning, and
the need to develop planning that emphasizes wellness rather than
illness.

In compliance with AB 1748 the Plan also considers the use of mid-
level practitioners or auxiliaries in each of the five health fields,
and the potential for substituting their services for those of the
senior professionals. Although not delineated in the legislation,
two fundamental assumptions seem to underlie the need for identi-
fying such personnel:

1. From a societal perspective, it makes good economic sense to
deliver health care at the lowest possible professional level
commensurate with quality care.

2. From the perspective of both society and health professionals,
it 1s wise to keep professionals as busy as possible with
challenges which tax the upper ranges of -their capabilitaes
rather than the lower.

The five health disciplines have been examined according to the tri-
partite analysis called for in the legislation: (1) the adequacy of
educational programs in meeting the needs identified in the Health
Manpower Plan; (2) the adequacy of utilization of clinical rescurces
throughout California; and (3) recommendations concerning program
changes in health sciences education.

The bulk of the analysis, and the bulk of the collected data, in the
Commission’s Plan deals with the adequacy of present programs in the
health sciences. The analysis covers:

¢ Output of programs, as measured by the annual number of grad-
uates or completers;

® Enrollments in each program in recent years;

® Role of mid-level practitioners in each field and the nature of
educational programs for these practitioners;

® Educational opportunities for those who are interested in careers
in each field:

® Special considerations for educational planning in each health
discipline; and

® Findings concerning the status and adequacy of education in each
of the five health sciences.
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Much of the Plan consists of the display of data, and the interpre-
tation of data. The reader should be aware of the caveats that
surround the heavy dependence on these data. First, the diversity
of sources of data which are necessary to achieve any degree of
completeness may introduce problems of noncomparability. The major
sources of data used in this Plan are listed below:

¢ HEGIS—-Higher Education General Information Survey

University of California Statistical Summary
California State University and Colleges Abstract

Licensure Boards

Professional Associations

Segmental Administrations

® Individual Institutions

|
® Previous studies, e.g., the John Wong Report

]
It is obvious that these sources have different purposes in col-
lecting, storing, and releasing data. As a result, data collection
instruments, data elements, completeness, time-span, discreteness,
classification, and degree of detail, all vary considerably from
source to source.

Second, there is no way to verify certain data. Ethnicity, for
example, is measured imprecisely because of the voluntary nature of
its self-identification. HEGIS procedures, using guidelines of the
federal Office of Civil Raghts call for '"mo response" answers on
ethnicity to be prorated among the other categories; with a large
number of "mo response" answers, the usefulness of such a procedure
is questionable.

Third, the timeliness and completeness of data are always limita-
tions in drawing conclusions. While most of the data in this Plan

are reasonably recent, there are only a few years of data available
for many of the trends displayed in the various tables.

SUMMARY OF RECOMMENDATIONS

The recommendations made in each of the chapters of the Plan are
summarized below.
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Equal Educational Opportunity

1.

California institutions should continue ocutreach, recruiting,
and admissions programs tco increase the number of minority and
women undergraduates as a means of increasing the numbers eli-
gible for programs 1n the health sciences.

Monitoring of educational opportunities in the health profes-
sions should be a part of any ongoing monitoring of affirmative
action activities by segmental headquarters and such agencies
as the California Postsecondary Education Commission. As a
part of such momitoring, those special State and federal pro- -
grams presently operating to increase enrollment of ethmnic
minorities and women in the health sciences should be evaluated
by January 1, 1981, to determine their effectiveness.

California institutions should continue to recruit and admit
additional, qualified ethnic minorities and women in the health
sciences to offset the historic underrepresentation of these
groups. Women, as a group, are underrepresented in proportion
to their numbers as college graduates, as well as their numbers
in the total population. They should be given special priority
in these recruiting and admission efforts.

All entities of State govermment which support, govern, Or
administer education, from the Legislature to local campuses
and public school systems, should increase their efforts to
i1dentify and overcome those barriers which have prevented mi-
norities and women from participating fully in professiomal
education in the health sciences. Such efforts should be
assigned high priority in the allocation of public resources
of time and money.

Enabling Legislation

The text of AB 1748, the legislation calling for the Health Sciences
Education Plan, appears below.

Assembly Ball No. 1748

CHAPTER 600

An act to add Sections 22712 5, 22712 6, and 227127 to the Educa-
tion Code, and to add Article 19 (commencing with Section 429 54)
to Chapter 2 of Part 1 of Division 1 of the Health and Safety Code,
relahng to health services

{Approved by Governor August 26, 1976 Filed with
Secretary of State August 27, 1976]
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LEGISLATIVE COUNSEL 8 DIGEST

AB 1748, Duffy Health manpower planming and education

Existing law provides for a state medical contract program to pro-
vide aid for education and traiming in the area of primary care family
physicians’ services and provides for a Health Manpower Policy
Commussion with specified duties 1n such connection

The bill would require the State Department of Health to prepare
a Health Manpower Plan contaiming specified elements for Calwfor-
Tia. The bill would require the State Department of Health to 1ssue
an updated Health Manpower Plan to the Legislature, Governor, and
the Cahformia Postsecondary Education Comrtussion on or before
September 1, 1977, and bienmally thereafter The bill would require
the Califormia Postsecondary Educaton Comrmission to issue a
Health Sciences Education Plan, based on the Health Manpower
Plan 1ssued by the state department, and to 1ssue an updated Health
Sciences Education Plan to the Legsslature and the Governeor on or
before March 1, 1978, and brenmally thereafter

The people of the State of Caltformia do enact as foflows

SECTION 1 Section 22712 5 15 added to the Education Code, to
read

227125 The commussion shall 1ssue a Health Sciences Education
Plan which shall take into account the Health Manpower Plan 1ssued
by the State Department of Health pursuant to Section 429 96 of the
Health and Safety Code

SEC 2. Section 22712 61s added to the Education Code, to read

227126 The Health Sciences Education Plan shall consist of at
least the following elements'

{a) A finding, taking into account the findings of the Health
Manpower Plan wssued by the State Department of Health, as to
whether health smiences educahion enrollment levels are adequate to
meet the needs n Calrfforma for health personnel, by category and
specialty within each category

(b) A finding as to the extent to which the sites of health sciences
treining programs make maximum available use of exishing climcal
and classroom resources throughout the state

(c) Recommendations concerning the establishment of new
programs or the elimination of existing programs n health sciences
accarcding to findings 1n subdivisions (a) and (b)

SEC 3 Section 22712 715 added to the Education Code, to read

227127 The commussion shall 1ssue an updated Health Sciences
Education Plan and recommendations to the Legislature and the
Governor on or before March 1, 1978, and on or before March 1 of
every even-numbered calendar vear thereafter

SEC 4 Arhcle 19 (commencing with Section 429 94) 1s added to
Chapter 2 of Part 1 of Division 1 of the Health and Safety Code, to
read
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Article 19 Health Manpower Planning

42994 The state department shall prepare a Health Manpower
Plan for California The plan shall consist of at least the following
elements

{a) The estabhishment of appropnate standards for determimung
the adequacy of supply m Calfforria of at least each of the following
categortes of health personnel phvsicians. mudlevel medical
practhtioners (phvsician’s assistants and nurse practibioners), nurses,
dentists, midlevel dental prachtioners (dental nurses and dental
hygienists), optometnsts, optometry assistants, pharmacists, and
pharmacy technicians

(b) A determination of appropnate standards for the adequacy of
supply of the categories in subdivision (a) shall be made by taking
into account all of the following current levels of demand for health
services in Cahforma, the capacity of each category of personnel in
subdivision (a) to provide health services, the extent to which
mudlevel prachtioners and assistants can substitute therr services for
those of other personnel, the hikely impact of the implementahon of
a nahonal health insurance program on the demand for heaith
services 1n California, professionally developed standards for the
adequacy of the supply of health personnel, and assumptions
concermng the future orgamzation of health care services in
Cahfornia

{¢) A determunation of the adequacy of the current and future
supplv of health personnel by category 1n subdivision (a) taking into
account the sources of supply for such personnel in Califorma, the
magmtude of immigration of personnel to Cahformia, and the
hikehhood of such immigration contintung

{d} A determunation of the adequacy of the supply of specialties
within each category of health personnel in subdivision (a). Such
determination shall be made, based upon standards of appropnate
supply to speciaity developed, in accordance with subdivision (b}

{e} Recommenddtions concerning changes in health manpower
pohicies, licensing statutes, and programs needed to meet the state’s
need for health personnel

42995 The state department shall consult with the Health
Manpower Policy Commussion. health systems agencies, and other
appropniate orgamzations in the preparation of this plan

142996 The state department shall 1ssue an updated Health
Manpower Plan and recommendations to the Calforma
Postsecondary Education Commussion, the Legislature, and the
Governor on or before September 1, 1977, and on or before
September 1 of each odd-numbered calendar vear thereafter
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CHAPTER 1
MEDICAL EDUCATION

California has eight medical schools. Five are located on campuses
of the University of California: Davis, Irvine, Los Angeles, San
Diego, and San Francisco. The other three are operated by indepen-
dent institutions: Loma Linda University, Stanford University, and
the University of Southern Califormia.

There also are three institutions which provide some portion of
medical education. The Riverside and Berkeley campuses of the Uni-
versity have small basic medical science programs which prepare
students for clinical training at the Los Angeles and San Francisco
campuses, respectively. The Charles R. Drew Postgraduate Medical
School in Compton, a private institution operating with partial
State support, offers graduate medical education. Recently, the
School concluded an agreement with the Regents of the University of
California to provide third- and fourth-year clinical education for
UCLA medical students.

In addition to eight medical schools there are hundreds of sites
around the State which provide clinical training amnd/or postgraduate
specialty training in various residencies. These sites, which are
generally hospitals, have tended in the past to be reasonably close
geographically to the medical schools with which they are affiliated,
a significant exception being a cluster of clerkships, preceptorships,
and residencies in Fresno affiliated with the University of California
at San Francisco. In recent years, decentralization of residencies
has taken place in some areas of the State.

Before examining the nature and scope of California's programs for
training physicians, it would be well to offer an additiomnal expla-
nation of graduate medical education. Some graduate education is-in
the area of advanced academic specialties such as physiology or pathol-
ogy, and leads to graduate degrees. Enrollments and outputs of these
programs can be identified readily by the educational planner, but

are not relevant to the Commission's planj they represent physiclans
(and nonphysicians) becoming more highly qualified academically, rather
than additional new physicians being trained or new specializations
acquired. Such physicians, however, are an important source of future
teachers and researchers in medical education.

A much greater portion of graduate medical education takes the form
of residency training. Residencies lead neither to advanced degrees
nor to licensure——the goals of most professional education programs.l

1. The traditional one-year, post-M.D. internship required for
licensure is now treated as the first year of residency. Thus,
all medical graduates participate in at least ome year of resi-
dency training in order to become licensed.



TABLE M-1

M.D. Degrees Awarded at California Institutions

ACADEMIC YEAR

Medical 1965 66 67 68 69 70 71 72 73 74 75 76 77
School 1966 67 68 69 70 71 72 73 T4 75 76 77 78
GCSF 99 101 128 130 126 131 122 133 136 137 156 139 148
UCLA 70 68 76 71 78 113 130 136 132 144 153 158 152
ucoD - - - - - - Le*x 49 50 95 99 101 a9
ucL 84 87 89 75 58 64 64 67 63 64 74 82 76
UCsD - - - - - - 4 5% 50 52 48 65 59 88

Total

Public 257 256 293 276 262 308 407 435 433 488 552 539 554
Usc 63 71 67 69 73 74 84 85 103 97 113 134 136
Stanford 54 48 61 61 69 69 75 88 74 81 72 107 94
Loma Linda 89 38 83 69 85 95 37 220 132 83 157 151 143

Total

Private 206 207 211 199 227 238 256 393 310 261 342 392 373

Grand

Total 463 463 504 475 489 546 663 828 743 749 894 931 927

*First graduating class

Sources. John C. Wong, Health Manpower Studv of Selected Health Professions in California,

1976; and the Higher Education General Information Survey.

Table M-2, on page 5, shows the estimated 1977 output of newly
certified physicians from nonfederal residencies and from federal/
military residencies.

In analyzing this table, one should remember that residencies are

not generally subject to close coordination and control by the State.
Residencies are sponsored by hospitals, which are responsible for
paying the stipends of the residents--approximately $15,000 per annum.
State funds go directly only to residencies connected with the Uni-
versity of Californla or with State hospitals. (Additional State
funds may be awarded by the Health Manpower Policy Commission to
hospitals for family-practice residencies under the Song-Brown Act.)
In the University's teaching hospitals, one faculty position is
authorized for every seven residents, and in affiliated hospitals,
one for every ten residents. Within the University of Califormia,

36 percent of the residencies are in teaching hospitals, and 64 per-
cent are in affiliated hospitals. All of these positions are subject
to State coordination, at least through the budget review process.



Estimated 1977 Qutput of Specialists
Completing Residencies in California

Primary Care

General Practice
Family Practice
Internal Medicine
Pediatrics
Ohstetrica/Gynecology

Total

Non-Primary Care

Anesthesiology
Dermatology
Neurological Surgery
Neurology

Nuclear Medicine
Ophthalmology
Orthopedic Surgery
Otolaryngology
Pathology

Forenaic Pathology
Neuropathology
Pediatrice-Allergy
Pediatrica-Cardiclogy
Physical Medicine & Rehabilitation
Plastic Surgery
Publiec Health
Occupational Medicine
General Preventive Medicine
Psychiatry
Psychiatry—Child
Radiology
Radiology-Diagnostic
Radiology-Therapeutic
Surgery
Surgery-Thoracic
Surgery-Urological
Allergy/Immunization
Emergency Medical Services
Fellows

Interns

Medical Specialties
Pediatric Specialties
Other

Flexible

Total

Total, All Specialties

TABLE M-2

Non-Federal
Annual Completions

18
200
646
348

132

1,344

107

1,665

3,009

Source: 1977 Health Department Survey of Residencies.

Federal/Milicary
Annual Completions

0
16
35
26
17
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Residencies which are not affiliated with the University of Cali-
fornia--52 percent of the total in the State--are subject to little
or no statewide planning and coordination, even though they may
indirectly receive State assistance in the form of Medi-Cal payments
which go to hospitals for services provided to patients. These
payments become a part of the hospital's total operating budget from
which residencies are funded.2

It is also useful to keep in mind that the accreditation of residen-
cies is provided by the Liaison Committee on Graduate Medical Educa-
tion, a national organization representing various interest groups,
including those of medical education and hospital adminigtration.
Affiliation with a medical school is not a requirement for accredi-
tation; only about 63 percent of the residency positions in Cali-
fornia are in programs affiliated with a medical school.

Several interesting observations can be made from this display of
the output of residencies:

1. Approximately 3,200 physicians complete residencies and
become certified in California each year, a much larger num—
ber of physicians than the 900 or so who graduate from medi-
cal school. Yet, public educational policies have paid more
attention to the output of medical schools than to the out-
put of residencies.

2. The output of new primary-care specialists is 45 percent of
the total output of new specialists, short of the 50 percent
which federal and State planners have indicated is the de-
sired goal. Further, the 45 percent figure may overstate
the number of praimary-care physiclans who are ready to prac-
tice, since some of those in internal medicine and pediatrics
may actually be moving toward a specialization within those
fields.

3. More than 90 percent of the newly certified specialists are
avallable for civilian health care if they choose to stay in
California. The balance have been trained in federal and
military programs, although these physicians may also be
available for civilian medicine if they leave the service
and locate 1n Califormia.

4. There is relatively low output from residencies identified by
the Department of Health as being particularly desirable:
occupational medicine, preventive medicine, and public health.

2. Further public support of residencies cccurs in tax-supported
hospitals which offer residencies: in California, seventeen
federal hospitals, twleve State hospitals, and eighteen local
hospitals.
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Enrollments in California Medical Schools and Residencies

Enrollments in California medical schools are displayed in Table M-3.
Actual fall enrollments are reported for 1972-77, and projected
enrollments are indicated for 1978-81.

Table M-3 shows that enrollments in California medical schools have
grown 23.0 percent during the past five years, but have leveled off
in the last two. Enrollment growth rates have been similar for pub-
lic institutions (22.4%) and private institutions (23.8%). During
this time, the overall number of graduates has risen 40 percent,
suggesting that the slower rate of enrollment increase will soon be
reflected in a slower rate of increase in graduates. The projec-
tions for the Unilversity's five medical schools are from a 1975 plan
for the health sciences submitted to the Legislature. As Table M-3
indicates, the University anticipates increased enrollments at
Irvine, Los Angeles, and 5an Diego.

TABLE M-3

Enrollment in California Medical Schools

Actual Projected

Medical 1972 73 74 75 76 77 78 79 80 81
School 1973 74 75 76 17 78 79 80 31 82
uch 293 347 401 408 405 402 406 400 400 400
Uct 258 246 257 301 308 293 312 364 377 386
UCLA 550 557 604 617 598 582 596 632 656 656
Ucr - - - - - 16 35 48 48 48
Ucsop 211 235 275 318 340 380 420 456 488 512
UCSF 555 5365 575 633 590 613 626 616 616 616

Total

Public 1,867 1,950 2,112 2,277 2,241 2,286 12,395 2,516 2,585 2,618
Loma Linda 456 599 627 640 572 571 642 NA NA NA
Stanford 334 370 374 396 352 387 340 369 NA NA
Usc 445 439 472 517 541 570 587 570 560 560

Total

Private 1,235 1,408 1,473 1,553 1,465 1,528 1,569 NA NA NA

Grand

Total 3,102 3,358 3,585 3,830 23,706 3,814 3,964 NA RA NA

Sources UC Statistical Summary, HEGIS; UC Q0ffice of Health Affairs

The total number of residency positions currently filled in Cali-
fornia is displayed in Table M-4. Although "enrollment" is not a
term ordinarily used in connection with residencies, the number of



filled positions corresponds to the enrollment of residents. Resi-
dents are sometimes identified as "house staff," which makes it more
difficult to think of them as students enrolled in a training program.

TABLE M-4

Estimated Number of Residents in
Training 1n California, 1977

Number in Number in Numbar in
Training, Training, Training,
Primary Care Non-Federal Military/Federal Total
General Practice 36 0 36
Family Practice 399 47 646
Internal Medicine 1,939 110 2,049
Pediatrics 696 52 148
Obstetrics/Gynecology 462 58 520
Total 3,732 267 3,999
Non-Primary Care
Anestheaiology 122 36 358
Dermatology 110 18 128
Neurological Surgery 65 0 65
Neuyology 146 6 152
Nuclear Medicine 29 4 33
Ophthalmology 195 22 217
Orthopedic Surpery 291 40 331
Otolarvngology 153 24 177
Pathology 322 30 362
Forensaic Pathology 3 0 3
Neuropathology 2 0 2
Pediatrics-4llergy 4 0 4
Pedlatrice-Cardiology L o] 1
Physical Medicine & Rehabilitation 38 3 41
Plastic Surgery 30 0 0
Public Health 3 0 3
Occupational Medicine 0 0 Q
General Preventive Medicine 7 0 7
Psychlatry 628 29 657
Paychiatry-Child 85 6 91
Radiology 66 0 66
Radiolegy-Diagnostic 385 33 438
Redlology~-Therapeutic S8 3 61
Surgery a63 58 921
Surgery-Thoracic 30 3 33
Surgery-Urological 105 15 120
Allergy/lmuunization 15 0 15
Fmergency Medical Services 47 0 47
Fellows 181 18 199
Interns 113 58 171
Medical Specialties 352 0 352
Pediatric Specilalties 96 0 96
Other 1 0 1
Flexible khal 48 369
Total 3,067 474 5,541
Total, All Specialties 8,799 741 9, 540

Source: 1977 Health Department Survey of Residencies.



An analysis of the data in Table M-4 reveals that the percentage of
residency positions in primary care is 44 percent overall, and 43
percent for nonfederal residencies. This is well short of the 50
percent which federal and State plamners have indicated is the
desired goal in primary care by 1980. More residency positions are
available in internal medicine than any other fileld, followed by
surgery, psychiatry, pediatriecs, family practice, and obstetrics/
gynecology. Thus, four of the six most popular residencies are in
primary care. Nevertheless, the net effect of large numbers of
residencies in areas such as anesthesiology, ophthalmology, ortho-
pedic surgery, otolaryngology, pathology, and radiclogy 1s to out-—
number the residencies in primary care.

One of the characteristics of the State's total population of medi-
cal residents 1s that most of them are not graduates of California
medical schools. Table M-5 indicates the source of residents who
train in California.

TABLE M-5

Source of Residents in California Residency Programs

Number from other Number
Number from Calif. Ameraican/Cenadian from foreign Total number
medical schools medical schools medical schools of residents
1972-73 1,562 (28%) 3,706 (662) 338 (k%) 5,606
1973-74 1,708 (28%) 4,152 (672) 342 (52) 6,202
1974-75 1,750 (287) 4,204 (67%) 326 (5%) 6,280
1975-76 1,866 (31%) 3,861 (647%) 273 (52) 6,000

Source JAMA Medical Education Issue and AMA Directory of Accredited Residencies,
1977-78.

It 1s clear that residencies provide graduate education-to many
people from out of state. With several thousand first-year resi-
dency positions to be filled each year, and less than one thousand
new M.D.s being graduated annually from California medical schools,
the State must look to out-of-state graduates. Thus, a character-
istic of graduate medical education in California is a high percent-
age of nonresident students.

Enrollments in residencies affiliated with California medical
schools are displayed in Table M~6. Two problems in the collection
of residency data are worth noting. First, it is necessary to gather



data on affiliated residencies from several sources,3 which intro-
duces the raisk of noncomparable data. Second, there are a number
of residencies which are not affiliated with medical schools, and
therefore go unreported in such a summary. The Department of
Health's survey of residencies in 1977 identified 8,799 filled non-
federal residencies in California (Table M-4); Table M-6 identifies
only 5,551 (63%) that are affiliated with medical schools.

TABLE M-6

Enrollments in Affiliated Residencies

Year

Lastitution 1973-74 1974=73 1975-76 197677 1977-78
1] 290 403 451 481 543
Ucl 416 540 454 502 563
UCLA 1,266 1,317 1,405 1,478 1,541
UCSD 333 349 360 380 390
UCSF 696 812 837 1,044 1,003
Total, UC 3,001 3,421 3,507 3,885 4,042
Loma Linda 147 190 175 213 224
Stanford 332 365 36l 376 523
- osc 927 854 913 867 7162
Tetal, Private 1,406 1,409 1,499 1,456 1,509
Tetal, All 4,407 4,830 4,956 5,341 5,551

—  Sources 1973-76, JaMA, 1972, UC Statistical Summary; 1977 Department of Health Survey

This summary of enrollments in affiliated residencies has been com—
piled from several sources. As shown, the number of affiliated
residency positions in California has increased by 26.0 percent
during the past five years. Most of this growth has occurred in

the University of California, where residency positions have in-
creased by 34.7 percent. In the three independent medical schools,
the number of residency positions increased only 7.3 percent during
the five-year perrod. It should be noted that some growth in resi-
dencies may be more apparent than real, representing better account-
ing of existing programs and affiliation of existing programs.

3. No single source exists for residency data as an educational
statistic. HEGIS does mot report residencies since they are
not degree-oriented programs. The Commission's information
system has data for only the most recent enrollments. The
Journal of the American Medical Association reports residency
enrollment only since 1974 in a comparable form, and also has
a time lag of a year. The Department of Health survey was con—
ducted by telephone to obtain 1977 data.

~10-



Although information on the distribution of residencies by specialty
is not available for Californta medical schoecls as a group, it is
available for the University of Califormia. Table M-7 displays the
number of residency positions budgeted for the University in 1977-78
and 1978-79, and the number of positions by specialty budgeted for
each of the five medical schools in 1978-79.

From Table M-7 one can conclude that emphasis on primary-care spe-
cialtres 1in University residencies varies from campus to campus.
Davis has 49.0 percent of its residency positions in primary-care
specialties, Irvine has 46.7 percent, Los Angeles has 45.3 percent,
San Francisco has 43.0 percent, and San Diege has 39.1 percent. In
the University's 1978-79 budget, primary-care specialty housestaff
positions were increased 4.3 percent over 1977-78, while nonprimary-
care positions were increased 3.5 percent.

TABLE M-7

Current Distribution of Residencies, UC

uc uc uch Ucl UCLA UcsD UCSF
Primary Care 77-78  78-79 78-79 78-79 7B-79 78-79 78-79
Family Practice 403 484 127 53 166 49 a9
Internal Medicine 922 368 93 147 361 64 203
Obatecrics/Gynecology 201 203 26 24 80 19 54
Pediratrics 252 i 36 51 70 35 109
Flexible 63 64 1] 0 34 g 3o
Total 1,841 1,920 282 275 711 167 483
Noo-Primary Care
4llergy and Immunology 11 13 Q 4 6 3 0
Anesthesiology 162 160 16 8 36 23 57
Dermatology 55 56 2 10 23 5 16
Emergency Medicipe 0 2 0 0 20 Q 12
Interpal Medical Specialties 310 370 40 54 191 12 73
Neurological Surgery 33 31 5 6 9 1 10
Nuclear Medicine 15 23 8 5 1 2 7
Ophthalmology 81 74 8 9 26 6 25
Orthopedic Surgery 121 119 12 15 30 16 46
Otolaryngology 69 65 9 7 20 8 21
Pathology 154 158 18 21 49 29 41
Pediatric Specialties 104 94 4 10 S4 2 24
Physical Medicine and Rehab. 25 31 ] 13 9 0 0
Plastic Surgery 18 18 2 4 6 2 4
Psychiatry and Neurology
Paychiatry 319 301 33 38 118 36 76
Child Peychiatry 47 60 6 7 29 4 14
Neurology 85 88 12 9 33 18 16
Radiology
Diagnostic Radiology 197 184 30 30 43 26 55
Theraupeutic Radiology 30 27 3 2 6 2 L4
Surgerv-General 392 403 68 49 115 55 116
Thoracic Surgery 12 12 3 4 2 2 2
Orology 50 50 7 8 14 8 13
Vascular Surgery 1 1 0 1 0 4] 0
Total 2,291 2,370 294 341 860 260 642
Total, All Specialties 4,132 4,290 576 539 1,571 427 1,127

Source- UC Office of Health Affairs.
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6. appears, in the case of medical school enrollment, to have
leveled off during the past two years.

These data do not necessarily establish the adequacy of California's
total medical education effort without reference to some standard or
criterion. However, they do suggest that 1f this program has brought
California te 1ts present situation—which the Department of Health
1dentifies as an adequate supply of physicians—and if the program
continues to grow somewhat faster than the State's population, then
we apparently have a medical education program more than adequate

for our needs, given the continued in-migration of physicians.

MID-LEVEL PRACTITIONERS

Medicine like other health fields utilizes paraprofessionals, or
mid-level practitioners, in the delivery of health care. The prin-
cipal mid-level practitioners in medicine are the physician’s assis-
tant (P.A.) and the nurse practitioner (N.P.). These two occcupa-
tional classifications have been widely heralded as a new generation
of health professionals who could extend the effectiveness of the
physician and provide quality health care,

The physician's assistant is a certified category of health profes-
sicnal regulated by the Board of Medical Quality Assurance under
provisions of California's Business and Professions Code. The nurse
practitioner is not specifically a licensed category of health pro-
fessional in California, although recent legislation has directed
the Board of Registered Nursing to provide for standards for those
who wish to call themselves nurse practitioners. There is statutory
provision for the certification of one other category of mid-level
practitioner closely related to the nurse practitioner: the nurse
midwife.

Phy51cian's assistants have generally been utilized an a fairly nar-
row range of activities in the offices of physicians and in health
care institutions. Nurse practitioners have functioned more auton-
omously and diversely, and in some Instances have operated at some
distance from the physicians to whom patients needing additiomnal
care are referred. Programs for physician's assistants do not show
much growth; this static condition may suggest lesser career oppor-
tunities, mobility, and acceptance by the public and the medical
profession for physician's assistants than for nurse practitioners.

Training programs in California for mid-level practitioners are dif-
ficult to identify and measure through standard educaticnal reporting
mechanisms, inasmuch as they are largely not degree oriented and do
not even have a clearly defined level of instruction, such as upper
division, graduate, etc. Although statutes indicate that a graduate
of a physician's assistant program should have the equivalent of an

14—



Manpower Pilot Projects.4 Some of these categories, however, seem
quite loosely defined; the line between what is postgraduate spe-
cialty training in nursing and what is only a continuing education
program is not very precise at this point.

The result of this imprecise designation is a lack of understanding
of the role of nurse practitioners. The Legislature expressed its
concern about this problem in a recently enacted section of the
Business and Professions Code:

The Legislature finds that various and conflicting defini-
tions of the nurse practitioner are being created by state
agencies and private organizations within California. The
Legislature also finds that the public is harmed by con-
flicting usage of the title of nurse practitioner and lack
of correspondence between use of the title and qualifica-
tions of the registered nurse using the title. Therefore,
the Legislature finds the public interest served by deter-
mination of the legitimate use of the title "nurse practi-
tioner" by registered nurses. (Section 2834.)

National certification of specialized competence exists in nursing,
making it possible for a pediatric nurse practitioner or family
nurse practitioner to be so designated. The Board of Registered
Nursing does not give legal sanction to such credentials, however.
Reflecting the orientation of the Department of Consumer Affairs,
the Board believes that the State should not delegate the approval
or certification process to a private organization. There is a
conspicuous exception to this general principle, however, in the
certification of nurse-midwives by the Board; requirements for State
certification of nurse—midwives include certification by the American
College of Nurse-Midwives and graduation from a program approved by
that body. Reportedly, the Board plans to eliminate this require-
ment.

4. The AB 1503 program has encouraged the development of expanded
roles for nurses, e.g., permitting an R.N. to handle normal
deliveries and to prescribe, dispense, and administer drugs or
devices, under the general supervision of a licensed physician-—-
without the physician necessarily being present. This experi-
mental manpower program is generally regarded as a valuable tool
in developing new, cost-effective ways of delivering primary
health care in Califormia, but there appear to be problems in
integrating expanded-role health professionals into the regular
channels of licensure and practice of the existing health-care
establishment after the experimental period under AB 1503.
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Since no certification as nurse practitioner has been provided in
the State's licensing procedures, a nurse, without violating any
law, could have added that designation after his or her name regard-
less of training. The Board of Registered Nursing, in response to
the legislation cited above, has recently developed guidelines for
the designation of nurse practitioners which deal with this situa-
tion. These guidelines provide for standards for the education of
those who wish to hold themselves out to the piblic as nurse prac-
titioners and to use the initials "NP" as part of their professional
designation. The guidelines, in response to the limited authoriza-
tion in the law, make no attempt to delineate further the scope of
practice, the legal status of nurse practitioners, or the educa-
tional level of the training programs leading to that designation.
Neither do they provide for the licensing of such persomnel.

Thus, the Postsecondary Education Commission comcludes that the nurse
practitioner is a singularly ambiguous health profession, limited by
the same ambiguities which surround the entire field of nursing (as
discussed in the next chapter). These limits have contributed to
preventing the field from realizing the bright promise it once
offered for low-cost primary health care.

EDUCATIONAL OPPORTUNITY

In addition to reporting the enrollments and outputs in medicine,
the Commission believes that it is essential to report also on edu-
cational opportunity-~the chances that California citizens have to
attend medical school,

Educational opportunity is, of course, a relative concept. Before
making any comparisons which suggest how adequate such opportunity
is in Califormia, it may be useful to look at abseclute numbers to
determine how many Californians are entering medical school today.3
Table M-9 displays this information for three recent years.

It 1s worth noting that out-of-state institutions provide a sizable
portion of the total opportunity for medical education for Califor-
nians, and that their enrollment of Californians 1s growing consider-
ably faster than the enrollment in California medical schools, public
or private. Furthermore, public medical schools in Califormia pro-
vide less than half of the total medical school admissions provided
to Californians each year. In 1976-77, a total of 1,203 Californians
were admitted to medical schools, with admissions distributed as

5. It is impossible to make similar comparisons om copportunities
for mid-level practitioners because of the lack of appropriate
data.
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follows: University of Califormia, 42.4 percent; private California
medical schools, 19.3 percent; public out-of-state medical schools,
8.0 percent; private out-of-state medical schools, 30.3 percent.

TABLE M-9

Number of California Students Entering Medical School

In Califormia In Other States

Public Private Total in Public Private Total in

Medical Medical Celifornis Medical  Medical Qut-of=-State

Schools Schools Schools Schools Schools Schools Total
1973-74 464 203 667 72 262 334 1,001
1974=75 HA Na Na NA NA NA KA
1975-76 493 273 766 64 334 398 1,164
1976-77 510 232 742 96 365 461 1,203

Source: JAMA Annual Medical Education lssues.

Table M-9 containe no data on the number of Californians admitted to
foreign medical schools; reliable data on this aspect of admissions
are sinpgularly unavailable. The AAMC/AMA collects data only on
Canadian medical schools. Information on Californians in foreign
schools elsewhere is virtually nonexistent, but Mexico is thought

to be the location of the largest number of Californians studying
medicine abroad. The parents' associatlon for students at the Uni-
versidad Autonoma De Guadalajara estimates that perhaps five hundred
Californians are enrolled in that medical school, and the student
newsletter at that institution speaks of "over 100 California resi-
dents" graduating each year. It would be interesting to know how
accurate these figures are, and what percentage they represent of
the total of all Californians at foreign medical schools.

In addition to knowing where Californians go for medical training,
it 1 useful to know how the admission practices of California’s
own medical schools have affected the composition of their entering
classes. Table M-10 shows the distrabution in recent years of suc-—
cessful applicants from California and from out-of state.

In the 1976 entering classes at the University of California's five
medical schools, 90.7 percent of the students were Californians,
although in recent years the ratio of Califormians in the entering
classes has dropped, on one occasion, below 80 percent in two of
those schools. Both Stanford Unmiversity and Loma Linda University
admit considerably fewer Californians than does the University of
California, but five out of six medical students admitted to the
University of Southern California are Californians.

Returning to the subject of educational opportunity, a number of mea-
sures can be utilized to indicate the adequacy of such opportunity.
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By some measures, California appears to be doing a reasonably good

job, at least at the median level of all states, of providing educa-

tional opportunity for those citizens who wish to attend medical
school; other measures suggest just the opposite.

Californians in Entering Class of Medical Schools

Medical
School

ucop

uct

UCLA

UCSD

UCSF

LOMA LINDA

STANFORD

usc

Source. JAMA Annual Medical Education Issues.

TABLE M-10

Total Size of

Year Entering Class
1973 100
1974 NA
1975 101
1976 96
1973 70
1974 NA
1975 69
1976 65
1973 145
1974 NA
1975 145
1976 146
1973 64
1974 NA
1975 95
1976 96
1973 146
1974 NA
1975 146
1976 159
1973 158
1974 NA
1975 165
1976 165
1973 90
1974 Na
1975 88
1976 87
1973 120
1974 NA
1975 136
1976 136

Ratic of

Californians in Califoruians in
Entering Clags Entering Class

26
NA
99
91

133

NA
116
141

74
Na
116
76

34
NA
44
43

95
Na
113
113

96 0%
NA
98.0
94 8

92.9
NA
95 7
98.5

J

Table M-11, on the following page, depicts California as an average

state in terms of the number of its citizems who are admitted to

medical school.
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TABLE M-11

California's Ranking Among All States by
Number of Entering Medical Students

per 100,000 per 1,000 bachelor's
population degreeg awarded in state
1973=-74 35th 30th
1974=75 26th 27th
1975~-76 23rd 24th
1976-77 27th 27th

Source Assoclation of American Medical Colleges.

However, if educational opportunity is measured by the number of stu-
dents accepted compared to the number who applied to medical school,
California is no longer an "average" state, but drops to the lower
end of the list of states. Table M-12 shows state ranking based on
the ratio of residents admitted to medical school for 1975-76 com-
pared to the number of those who applied.

TABLE M-12

Ranking of States by Acceptance of Applicants
into Medical School, 1975-76

Rank State Rank State Rank State
1 South Dakota 21 Virginia 42 Disttict of Columbia
2 Wyoming 22 Tennessee 43 Missourl
3 North Dakota 23 Minnesota 46 Connecticut
4 Idahao 24 Montana 43 Florida
5 Alaska 25 Oklahoma 46 CALIFORNIA
] Iowa 26 Nebraska Utah
7 RKansas 27 Washington 48 New Jersey
8 Loulsiana 28 Maine 49 New Mexico
9 Illinois 29 New Yotk 50 Arizona
10 Dalaware Ohio 51 Puerto Rico
11 Alabama 31 Morth Carolina 52 New Hampshire
12 Mississippl 32 West Virginia
13 Kentucky i3 South Carclina
Wisconain 34 Pennsylvania
15 Arkansas 35 Massachusetts
Georgla 36 Rhode Island
17 Vermont 37 Maryland
18 Nevada 38 Oregon
19 Indiana 39 Colorado
20 Texas Hawail
Michigano

Source Association of American Medical Colleges .

A more complete state comparison hased on this measure of educational
opportunity appears in Table M-13. In thas table, the medical school
acceptance rates of various states are evident, ranging from 57.4
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TABLE M-14

Applicants and New Entrants by Medical School and Sex,
1975-76 First-Year Class

Mo of Mew Entrants to

First-Year Classt Toral No of Applicanist

Name of School® (by State or Temtory)

Men Women Total Men Women Toual

Alabama

* Alsbama — Birmingham 113 32 145 819 172 292

* South Alabama 58 6 64 857 166 1,023
Anzona

* Anzona 48 32 806 562 138 700
Arkansas

* Arkansas 94 28 122 522 125 647
Cahiforma

* Cahfornia — Davig 71 29 100 2,792 959 3,754

* Califormia —Ilrvine 57 13 70 2,695 817 3513

* Califormia —Los Angeles 105 39 144 2,980 957 3938

* Califformia —San Diego B3 12 95 3,125 1,006 4,132

* Cahforma —San Franasco 94 60 154 3,399 1,179 4,578

Loma Linda 123 40 163 ¢ 4,032 B53 4,888

Southern Califorma 117 19 136 3,297 939 4,237

Stanford 59 26 85 3,505 1,156 4,663
Colorado

* Colorado 95 0 125 1,279 362 1,642
Coomecticut

* Connecticut 56 24 80 1,217 526 1,744

Yale 74 28 102 1,879 742 2,623
Dnstrict of Columbia

George Washington 106 44 150 7,538 2,186 9,728

Georgetown 165 40 205 7,247 2,070 9322

Howard 85 38 123 3,583 1,087 4,674
Flonda

* Flonda (includes Flonda 94 23 118 1,792 461 2,257

State—Flonda A & M)

Miam 108 22 130 1,065 239 1,310

* South Flonda 63 11 74 776 167 944
Georga

Emory 80 31 111 3,820 906 4,728

* Med Coll Georgia 138 42 180 1,127 255 1,382
Hawau

* Hawan 45 21 66 2,524 518 3,043
Hlnois

Chicago Medical 80 30 110 5,578 1,397 6,978

Chicago —Pritzker 86 18 104 5414 1,519 6,937

* Ilhinos 267 78 345 1,956 578 2,536

Loyola (Stntch) 99 3 130 4,563 1,474 6,042

* Astensks identify schools that are publcly controlled

1 Totais nclude 104 new entrants and 343 apphcants for whom gender information was unavailable

t Loma Linda and Tennessce each admitted two entering classes

$ For 1975-76, Missoun — Kansas City selected for Year 1 of theur six-year program, 71 of 455 high
school graduates applying The data gven 1n table are for Year 3 of the program (equivalent to the
freshman year at other medical schools) and include only those students promoted from Year 2 plus five
students transfernng mto the program at the Year 3 levet

** Total figures under applicants actually refer to apphcations
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TABLE M-14 (continued)

Name of School® (by State or Temntory)

New Mexico
* New Mexico
New York
Albany
Albert Einstein
Columbia
Comell
Mount Sinai
New York Med
New York Umy
Rochester
* State Univ New Yaoark—Buf-
falo
*State Umv New York—
Downstate
* State Univ New York —Stony
Brook
* State Umv New York-Up-
state
North Caroltna
Bowman Gray
Duke
* North Carolina
Nonth Dakota
* North Dakota
Ohio
Case Western Reserve
* Circtonan
* Med Colt Ohio—Toledo
* Ohuwo State
Oklahoma
* Oklahoma
Oregon
* Otegon
Pennsylvama
Hahnemann
Jefferson
Med Coll Pennsyivama
Fennsylvania
Pennsylvana State
Pittsburgh
Temple
Rhode Istand
Brown
South Carolina
* South Carolina
South Dakota
* South Dakota

Men

59

82
126
97
T4
63
120
120
69
94

161
23
84
76
80

109
56
98

148
70

186

145
ot

137

177
39

116
77

102

144
42

137

50

Classt

Women

14

23

36

22
3
12
40

26
41

22
24
34
46
66
24
a5
36
19

28

-27-

No of New Eatrants 1o Furst-Year

Total

73

109
178
147
101

81
17
171

97
135

216

49
120

98
114
140

68
138
152

96
227
167
115
171
223
105
160
102
137
180

61
165

65

Total No of Apphcantst

Men

922

3,292
4,795
3.646
6,388
2,818
3.353
3,191
3,156
3,669

3,918
1,725

3,306

3,324
3.378
1,282

157

3,936
4,668
1538
1,850

1,069
682

3 897
4,137
2534
3670
1 900
3,002
3.870

146

Women

239

1,009
1,559
1,407
2,230
1,129
1,244
1,300
1,106
1,279

1.405
768
1,137
751
1,006
396
30
1,236
1.210
385
490
178
167
1,323
1,165
2,161
1,239
622
827
1,204
42

102

Total

1,164

4,303
6,355
5,055
8,619
3,948
4,604
4,492
4,266
4,949

5,324
2,497
4,444
4,076
4,385
1,678

188
5,174
5,880
1,924
2,341
1,247

850
5,220
5,302
4,696
4,912
2,523
3,830
5,075

183
1,268

617



TABLE M-15a

Effect of Majority Applicants' State of Residence for 1974

Averaga Probability of

Discriminanc Myleiplicative Probability Admiseion of

Stace Rank Coefficienc Factor of Admisasion Good Anolicanr
Narth Dakora 1 1 492 4 44h 0 692 Q9 917
Nevada 2 1 451 4 277 G 681 Q 914
Souch Caralins 3 1 1482 3 982 0 668 0 908
Sauth Dakota 4 1 318 31735 0 453 a4 903
Misslealippi 5 1 216 1114 Q 630 g 894
Alabana [ 1179 3 252 4 621 Q 890
Arkansas ? 1 068 2 91l Q9 595 a 879
Louleisna B 1 034 2 869 0 591 o0 arz
Temnesses 4 1 008 2z M 0 580 0 872
Kancucky Lo D 591 2 436 0 551 0 834
Georgla 11 0 885 T 423 0 550 0 858
Puertn Rico® 12 0 817 2 310 0 538 0 852
Virginia 13 0 728 2 072 0 511 G 837
Jebraska 14 a4 615 1 850 9 483 0 821
Kansas 15 0 501 1 650 0 454 G 804
West Virgiania 15 0 &54 1 575 0 443 o 797
Texne 17 0 400D 1 492 g 429 0 188
Wyoming 14 a 3% 1 454 a 423 0 783
Oklahoma 19 0 258 1 294 a 185 0 763
lndiana 20 0 214 1 239 Q 2385 2 735
North Carolica 21 0174 1190 a 313 9 247
Mignesota 22 0112 1 119 Q0 361 ¢ 736
Iowa 23 0 D42 1 Q42 Q 343 0.722
Varmont 24 0 nad 1 04l 0 344 0 711
Ohio 25 -0 074 o 928 Qg 119 0.698
Missouri 26 -0 103 0 902 a 313 9 692
illinois 27 = 115 o a9l a 3o 0 689
Bawaill 23 -0 152 b 35% 0 oz O é81
Florida 29 =0 179 0 836 0 297 0 675
Pennsylvania 30 -0 234 0 791 0 285 0 63
Maryland a1 -0 252 o 777 0 282 0 659
Alanka 32 -0 257 o 173 0 281 Q 658
Maine kx| =0 138 0 713 0 265 0 639
Hontana 34 =0 360 0 698 0 60 0 634
Oregon 35 -0 487 ¢ 615 0 237 0 605
Delawars 16 =0 582 9 605 023 0 601
Rhode Islang 7 -0 502 Q0 805 0 234 0 601
Hew Mexico 18 =Q 512 0 600 0 232 0 599
District of Columbia 39 -0 524 Q0 5%2 0 230 0 596
ichigan 40 =0 534 0 586 0 228 a 583
Wisconsin 41 =0 541 0 582 0 227 ¢ 591
Idaho 42 =0 575 0 583 0 221 g 583
Hew York 43 =0 661 0 516 0 207 G 562
Utah L1 -0 691 0 500 0 201 0 554
New Jersey 45 -0 M2 Q0 491 0 198 a 550
Calorado &6 -0 120 0 487 0 197 0 544
Coanecticut &7 =0 755 0 470 0 192 0 539
Ariaona 48 -0 900 Q 407 0 170 a 503
New Hampshire 49 =0 902 0 406 D 170 a 502
Massachusatte 50 -0 937 0 392 0 165 Q0 493
Washington 31 -0 994 0 3% o 157 a 479
California 52 -1 169 0 111 0135 g 436
Forelgn 52 -1 225 g 294 0 129 aJ 422

L]
Ilncludes U S rterritaries and possessions

Source: Rand Corporation.
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TABLE M-15b
Effect of Minority Applicants' State of Residence for 1974

Average Probabilicy of

Mscriminant Multiplicative Probability Admiaston of

Stace Rank Caefficient Faetar of Admission CGood Applicant
Soucth Dakora 1 5 226 205 636 9 994 1 000
New Hampshire 2 3 262 26 098 0 957 Q 997
Wyoming k| 3 087 21 905 0 949 a 996
Notth Dakota " 2 «68 11 804 g 309 0 992
Yontana 5 1 756 5 792 0 831 0 984
Oklahomn 3 1195 3 302 a 237 0 973
Vermont 7 1 042 2 834 0 708 0 969
Wisconein 3 0 827 2 2% 0 660 & 961
New Mexice 9 0 401 2 228 0 654 Q 960
Utah 10 0 756 2130 0 644 Q0 959
Hawall 11 0 454 1 373 o 5n 0 945
Kandae 12 0 340 L 403 D 564 a 939
North Carolina 13 9 337 1 400 0 381 Qq 939
Oregon 14 3 Lab 1137 O 495 Q 927
Ldahe 15 0 096 1141 0 483 0 923
Indiana 16 0 092 1 096 0 482 0.923
Nebraska 17 Q 027 1 027 0 466 0 918
Louisiana 18 -0 009 0 991 0 457 0 95
Gecrgia 19 -0 044 o 957 0 448 0 913
virginia 20 =0 Q46 0 955 0 447 0 812
Alabama 2 -0 097 0 908 0 435 0 908
South Carelina 4 =D 114 0 892 0 431 o 907
Ohio 23 -0 160 0 852 0 419 0 903
Teras P4 -0 161 ad 851 0 419 9 903
Washingron 25 -0 142 O B34 0 414 0 901
Tennegsee 2 =0 223 ¢ BOO 0 404 Q9 897
Mississippi 27 -0 241 0 786 D &00 0 896
Penneylvania 28 -0 291 0 748 0 388 0 8%
Minnesata 29 =0 298 0 742 Q¢ 386 0 890
Missouri 10 -0 357 0 700 9 3an2 0 884
Puerto Rica i1 ~0 160 0 698 Q0 372 0 B84
Illincis 32 -0 361 0 e97 0 372 0 B84
Fichigan 33 -0 161 0 697 (RS § a0 Bés
Alaska Ji -0 383 0 682 0 366 0 881
hew Jersev kL] -0 334 € 675 0 384 0 88a
hentucky 36 -0 462 0 630 G 348 Q 873
Calorado ir -0 502 0 606 a 239 0 869
Arkansas 1] ~0 502 o 605 a 339 0 868
Flerida 39 ~0 596 & 531 Q 319 0 857
Maryland 40 -0 611 0 543 0 3135 0 8553
New York 41 -0 428 0 534 0 312 o 853
biscrice of Columbla w2 -0 699 0 497 0 297 0 844
Rhode Island ul -0 826 0 438 0271 O az7
California 44 -0 827 0 437 0 271 9 827
Massachusatca 45 -0 862 0 422 0 264 O 822
Iowa 46 =0 963 Q0 82 D 245 0 806
Hevada 47 -0 970 ¢ 379 0 243 0 805
Coonectricut 48 =1 023 a 159 0 224 0 797
Arizona 49 -1 091 Q 236 422 0 7BE
Maine 5 -1 L.7 0 327 0 217 0 781
Waat Virginia 51 -1 269 a 281 0 192 a 754
Forelgn 52 =1 441 0 237 0 167 g 121
Dalsware 53 -2 460 0 085 Q Q88 G 482

*
Includes U 5 territories and poasesaions

Source: Rand Corporation.
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The third problem arises from the dominance of the private medical
establishment--the various associations of practitioners and educa-
tors--over medical education. To a degree not possible in any other
professional discipline, these national associations control every
aspect of medical education and postgraduate medical education--
curriculum, licensure, accreditation, etc., In 1ts present form,
this control is so pervasive that 1t precludes the State of Cali-
fornia from planning and implementing any nontraditional form of
medical education or medical licensure, which might be desirable in
addressing such problems as educational opportunity, geographical or
speclalty maldistribution, etc.

These and other problems make the task of planning for medical edu-
catron particularly challenging.

FINDINGS

The Commission makes the following findings in matters affecting
public policy.

® The current enrollment and output of California medical schools
' are adequate to meet the State's needs in the immediate future
(as 1dentified in the Health Manpower Plan) i:f the present in-
migration of physicians aontinues.

®California residents have the least chance for admission to
medical school of residents of any state when comparing equally
qualified applicants.

®While California has 10.1 percent of the nation's population,
it has only 6.4 percent of the first-year medical school places
in the country. However, California has 10.3 percent of the
total residency positions, indicating that postgraduate medical
education has been allowed by the State to grow to a consider-
ably larger size than has medical education.

®If public policy requires that the mix of California's supply
of new physicians be modified, influencing the cutput of resi-
dencies may be more effective than influencing the output of
medical schools, inasmuch as there are three-and-one-half
times as many people finishing residencies each year in Cali-
fornia than there are finishing medical school. However,
such influence may not be easy to establish since the State
in the past has exercised considerably less direct control
over graduate medical education than it has over medical edu-
cation. Also, such efforts will have no effect on the mix of
physicians coming into the State with their specialties already
established.
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® The existence of residencies in a given specialty and loca-
tion may be the result of a complex interaction of factors.
Furthermore, such residencies may provide health care, re-
search, and other socially desirable services, as well as
graduate medical education.

® State agencies exercise relatively little control over the mix
of residencies by specialty within the University of California,
and none over residencies in private medical schools, although
Song-Brown Act funds provide incentives to establish family
practice residencies.

® During the past five years, the University of California has
increased the number of its residencies at twice the rate it
has increased medical school enrcllments—-45 percent vs. 22.4
percent.

® The mid-level fields of physician's assistant and, particularly,
nurse practitioner suffer from lack of clear identity as mid-
level fields of practice 1n medicine, producing a corresponding
lack of clear delineation as educational programs.

® State agencies exercise relatively little authority in col-
lecting data on public medical education in California; large
amounts of useful data flow from institutions to the American
Medical Associaticn and the Association of American Medical
Colleges without being transmitted to Berkeley and/or Sacramento.

® Inadequate attention has been devoted to the status of women in
the health fields by the Department of Health in its Health
Manpower Plan.

What is the significance of these findings to California's educa-
tional policy makers? Before this question can be examined, it will
be useful to restate the basic findings of the Health Manpower Plan
relative to the adequacy of health care in California:

1) The overall number of physicians in California 1s ade-
quate.

2) There is a geographical maldistribtuion of physicians
which leaves certain areas without adequate medical
care--particularly remote rural areas and some low-
income, inner-city areas which include minority popu-
lations.

3) There is a maldistribution of specialties among physi-

crans, with too many in narrow specialties and not
enough 1n primary-care specialties.
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4) There are an insufficient number of minority physi-
cians who can provide linguistic and culturally sensi-
tive health services to the 25 percent of the State's
pecple who are underrepresented in the health profes-
sions.

The Department of Health's strategies for the resolution of the four
problems it has identified in California medical care comes in the
form of ten recommendations. For each of these recommendations the
Commission has ldentified certain issues, based on the findings in
its own Health Sciences Education Plan and 1ts reading of the Health
Manpower Plan. These issues include philosophical, fiscal, and prac-
tical concerns in the implementation of these recommendations and,
in some casesg, even concerns over the wisdom of the recommendation
itself. Lest it be accused of negativism, the Commission points

out that it is simply identifying some of the complexities under-
lying the recommendations--the complexities which have kept the rich
State of California not only from attaining adequate medical care
for all of its cltizens, but also providing adequate opportunities
for its citizens to pursue medical careers.

Issues Raised By Findings of Health Sciences Education Plan
V1s-A-V1s Findings of Health Manpower Plan -

Recommendations from Issues Raised in Preparing
Health Manpower Plan Health Sciences Education Plan
1. No action should be taken While the Commission is persuaded
at this time to increase by the evidence furnished by the
the overall supply of phy- Department of Health that the total
sicians in California. number of physicians in California

is more than adequate, 1t is equally
persuaded by its own evidence that
educational opportunity in the field
of medicine is not adequate. Imn
attempting to balance the needs of
the market place for trained man-
power against the demands of stu-
dents for educational programs,

the Commission can rarely expect

the balance to be either perfectly
or permanently achieved. In the
case of medical education, the

issue becomes: should California's
last-place standing among the states
justify stepping up the training of
physicians in the face of such a
large and growing physicianm popu-
lation.
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2.

Recommendations from
Health Manpower Plan

The State should continue
existing mechanisms and
explore other strategies
to i1nfluence the location
of primary-care physicians
and non-physician medical
practitioners in urban

and rural geographic areas.

The State should increase
i1ts encouragement of pri-
mary-care, residence-

training programs located

in rural physicilan shortage

areas, and should support
the recruwrtment and admis-
sion of persons with rural
backgrounds into medical
school.

The State should provide
more active support for
programs that promote
the preparation, accep-
tance, and training in
medical school and other
health professional
schools of increased num-
bers of persons from
minority backgrounds who
will have a high likeli-
hood of practicing in
minority health manpower
shortage areas.

Issues Raised in Preparing
Health Sciences Education Plan

Free choice has been character-
istic of California's higher edu-
cation system, although not every
person choosing to enter medical
school has been able to do so.

Free choice has also been charac-
teristic of the siting of practices
by physicians, as witnessed by the
two-thirds of California's current
physician population which have
come here from out of state. Phy-
sicians are no different than other
people in wanting to locate in
comnunities of their own choice.

To persuade them to settle else-
where may require strategies and
incentives beyond those presently
utilized, or it may require new
public policy. This is a complex
philosophical issue.

There may be a problem i1in decen-
tralizing residency training to a
greater degree, inasmuch as resi-
dencies require a clinical popula-
tion of adequate size and proper
supervision. )

The rationale for the Department

of Health's recommendation for
additional minority students in
medical schools 1s their "high
likelihood of practicing in minor-
ity health manpower shortage areas."
In the absence of definitive stud-

1es showing the relationship of
place of origin to place of practice
in all settings, particularly in the
inner city, 1t would be wise to call
for increased minority enrollument

1n medical schools primarily as a-
means of providing greater oppor-
tunity for groups which have been
underrepresented in the medical pro-
fession, and to provide greater
diversity within the profession.

-36-



5.

Recommendations from
Health Manpower Plan

As an overall State goal
within five years, 50 percent
of physicians entering prac-
tice 1n California should be
in the primary-care special-
ties: family/general prac-
tice, general internal medi-
cine, general pediatrics,

and obstetrics/guynecology.

The Department of Health, the
Postsecondary Education Com-
mission, and the training
institutions should collab-
orate on research for further
evaluation of the numbers
needed, quality of care pro-
vided, public acceptabilty,
and costs/benefits of train-
ing and utilizing physician's
assistants and npurse prac-
titioners in California.

Pending additional research
findings, the State should
continue to support and en-
courage the expans:ion and
development of training pro-
grams for primary-care
physician's assistants in
sufficirent numbers so that
the positive contribution

to health care services they
have already demonstrated
can be fully explored.

Issues Raised 1n Preparing
Health Sciences Education Plan

At present, choice of specialty is
left to the graduate M.D., and the
arrangemenis he or she can make
with an existing residency_program,
through a national system which
matches students and programs. If
the student's choice 1s regarded as
an educational choice, the State may
wish to say, as it dcoes to many stu-
dents applying to medical school,
that there is no room for them in
the field, but that they are free
to pursue other choices. The State
would have to assume much more con—
trol over residencies—-in the name
of educational coordination--than
it presently exercises, and there
would still be no direct control
over the mix of those physicians
entering California from other
states and foreign countries.

From the Commission's point of

view, only one of the enumerated
research factors is under the
dixect purview of educators: costs.
While the other factors are of
interest to the educator,- infdrma-
tion on how. these factors operate
in practice 1s rarely available
through educational information
systems.

An expansion of the program because
of its "positive contribution to
health care services," carried out
simultaneously with a study to
determine the value of that pro-
gram, seems somewhat premature

and tends to prejudge the results
of the evaluation.
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Recommendations from
Health Manpower Plan

State policy should promote

the optimum use of the skills

and knowledge of those non-
U.S. citizens who are for-
elgn medical graduates now
residing i1n California who
i1ntend to remain here.

Where the potential exists,
they should be given assis-
tance in preparing for

satisfactory completion of
licensure requlrements.

So that the abilities of
those United States citizens
already trained or currently
being trained in foreign
medical schools can be uti-
lized, "Fifth Pathway" and
other possible avenues to
medrcal licensure in Cali-
fornia for them should be
fully implemented. However,
1t should be recognized
that, for the future, medi-
cal education institutions
within the United States
should be adequate to supply

Issues Raised 1n Preparing
Health Sciences Education Plan

The establishment of mechanisms for
accomplishing this goal would re-
quire additional funding, and would
further contribute to the large
number of physicians in California
who have been trained elsewhere.
Also, even though the flow of non-
citizen, foreign graduates 1s
drying up because of federal action,
it may be discriminatory to assist
such persons to become licensed
while reducing the opportunity of
foreign graduates who are citizens
of California to become licensed.
(See issue #9.)

Fifth Pathway7 is the only practilczl
route for many U.S. citizens study-
ing abroad to enter the medical
profession in the United States.
Third and Fourth Pathways are
"Catch 22" situations in that, if

a person had acquired an American
medical license, he or she would
have already had education equiva-
lent to that provided through the
Pathway, and thus would not need
admission to American medical edu-
cation as a means of entering the
profession. The First Pathway is
subject to the very limited number

of third- and fourth-year transfer
spaces avallable in California
medical schoole. Thus, for the
typical student at Guadalajara,
only Secend and Fifth Pathways are
possibilities. The elimlnation of
the latter would mean that Cali-
fornia would play no direct or
supportive role in the admission

new physicians for California,
and new enrcllments of United
States citizens 1in foreign
medical schools should not be
encouraged by public policy.
Therefore, Fi1fth Pathway
programs should be continued
only through June 1981,

The Fifth Pathway program in California is funded through a
$500,000 item in the budget of the Student Aid Commission. Fifty
students per year receive one-year pre-residency training de-
signed to bring them up to licensure standards and to make them
eligible for residency training. Coooperating institutions are
UC Irvine, UC Davis, and USC.
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Recommendations from Issues Raised in Preparing
Health Manpower Plan Health Sciences Education Plan

9. Recommendation 9 continued. of these students, deferring in-
stead to a national competency
examination, the results of which
would determine admission to
further training.

Also, consideration should per-
haps be given to the fact that
Fifth Pathway students are func-
tionally bilingual in wmedical mat-
ters, and thus could be utilized
to provide health care in under-
served areas with non-English-
speaking populations.

10. The State should actaively Much of the work of preventive
encourage the establish- medicine can be carried out by
ment of preventive-medi- non-physicians: nutritionists,
cine residency programs physical education specialists,
in California. occupational safety specialists,

entomologists i1n vector control,
biological statisticians, et al.
Te recrult physicians into public
health or occupational medicine
may be to move away from attention
to primary care, and toward the
administration of health care.

The Commission reiterates that the discussionm above in the right-
hand column 1s saimply an indication of the dimensions or complexities
of the proposals made by the Department of Health in the left~hand
column, and is not intended to represent refutation of or disagree-
ment with any of the proposals.

The other "pathways" into American medical education for foreign
medical graduates are: (1) transferring through the Coordinated
Transfer Application System (COTRANS) administered by the Asso-
ciation of American Medical Colleges and the National Board of
Medical Examiners; (2} admission by examination administered by
the Education Commission for Foreign Medical Graduates (ECFMG);
(3) obtaining an unrestricted license to practice medicine in
one of the states; (4) obtaining licensure, in the case of U.S.
citizens, after internship or residency, and achieving eligibil-
ity for ECFMG certificatiom.
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must focus primarily on how well the health care needs, rather than
the educational agpirations, of the people of the State are being
met.

Ensuring that Californians have proper health care is a higher State
priority than is ensuring that Californians have opportunities to
become health professionals, although, ultimately, the one cannot be
achieved without the other. Inasmuch as there are high and escalat-
ing costs to general government in providing health care, and high
and growing costs to postsecondary education in providing medical
education, there simply may not be enough resources available to
make more than nominal increases in the number of entering places for
Californians in California medical schools.

The Commission has determined that the public interest is best served
by taking steps to ensure that the present situation is not exacer-
bated by the output of additional physician training programs beyond
the eight medical schools now i1n existence and the two-year programs
operating at Berkeley, Riverside, and Fresno, and planned at Charles
R. Drew. In making the determination the Commission recognizes that
educational opportunity for all Californians who are interested in
medical school may be limited in the years ahead.

The Commission recommends:

Recommendation 1

Because of the large and growing number of physicians now
practicing or receiving graduate medical education in the
State, no additional medical schools or sub-campuses of medi-
cal schools should be implemented or phased-in 1in Califcornia
until the rate of in-migration drops markedly. During this
time, existing and currently planned two-year programs should
not be expanded beyond two-year status.

The State's Relationship to Residencies

The Commission concludes that medical residencies have been allowed
to proliferate in California without planning and coordination. The
Commission also concludes that residencies are an important means of
correcting problems of geographical and specialty maldistribution,

and can be instrumental in providing health care to underserved areas.

If the State decides to exert more influence on the establishment

of residencies, it must determine how such influence could best be
exerted. There are several alternatives, ranging across a spectrum
of State involvement. At one end of this spectrum 15 minimum State
involvement. The status quo is not far from this end of the spectrum;
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residencies, like academic programs, are conceived and developed
locally, but ultimately require approval at the State level before
State funds can be used to support programs.8

At the other end of the spectrum lies State control over residen-
cies. Assemblyman Duffy has twice introduced legislation in recent
years which would give the State control over the certification of
all residencies in California. Such certification would be given
only to programs deemed essential i1n terms of identified needs for
the various medical specialties. Without such State certaification,
a health facility could not operate graduate medical education pro-
grams. While neither of Mr. Duffy's bills passed, they served to
focus attention on the State's concern over the present distribu-
tion of residency training positions.

Between the laissez faire of the status quo and the control desired

by Mr. Duffy lie any number of other possible approaches which could
express and implement the State's concerns over graduate medical
education. For example, the present procedure for reviewing resi-
dencies could be brought more i1n line with those of the academic

review process. The Postsecondary Education Commission could in-

clude residencies in the review process, and the Department of

Finance could scrutinize the University of California's health

science budgets to ensure that any growth or shift in emphasis in N
residencies was 1n accordance with some agreed upon plan.

Although it is unlikely that the State could ever take the lead in
establishing a particular residency, nevertheless the State can do
considerably more than it presently does under traditional review
procedures, For this reason, the Commission offers this recommen-
dation.

Recommendation 2

The State should determine the mode and degree of State influ-
ence on medical education programs, particularly residencies,

8. The decision to begin a-residency appears to be made in one of
two ways. In a teaching hospital the faculty generally makes
the decision, perhaps in order to utilize the special competence
of a new faculty member. "In an institution with less formal ties
to a medical school {(e.g., a Veterans Admrnistratiocn or county
hospital) the decision to 1mplement a new residency 1is made by
hospital staff, in an effort to 1mprove the guantity or quality
of medical care at the institution. Some community hospitals
might use both rationales—--better health care and better educa-
tional programs--1n proposing new programs, hoping to provide
an extra inducement in recruiting professional staff.
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TABLE M-16 (Continued)

Medical School Number of

Affiliation Training
Location of Hospital Slots
UCSF Program UCSF 26

Children's Hospital
Moffitt Hospital
San Francisco General
Stanford Affiliated Hospitals S 13
Stanford University
Santa Clara Valley Med. Cent.,

San Jose
Kaiser Foundation, Santa Clara
San Joaquin General, Stockton UCSF, UCD 8
LA County-Harbor General, Torrance UCLA, UCI 26

Memorial Hospital, Long Beach

OPHTHALMOLOGY

Military/Federal

Letterman Army Medical Center, SF
Naval Regional Med. Cent., Oakland
Naval Regional Med. Cent., San Diego
U.S. Public Health Service, SF

LW Oh

Non-Federal and VA

Kern County General, Bakersfield UCLA
UCD Affiliated Hospitals Uch
Sacramento Medical Center
VA, Martinez
Valley Medical Center, Fresno UCSF 13
UCI Affiliated Hospitals ucl 8
Orange County Medical Center
VA, Long Beach
Loma Linda Affiliated Hospitals LL 6
Loma Linda University
Riverside General

~ W

Hollywood Presbyterian Med. Center, LA 6

LA County-USC Medical Center Usc 18

Martin Luther King Jr. Gen. Hosp., LA UCLA 6

UCLA Hospital and Clinics UCLA 14
VA, Sepulveda, LA

VA, Wadsworth, LA UCLA 9
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TABLE M-16 (Continued}

Medical School Number of

Affiliation Training
Location of Hospital Slots
White Memorial Medical Center, LA LL, USC 9

Santa Fe Memorial
Rancho Los Amigos, Downey
Glendale Adventist Medical Center
Olive View Medical Center, Sylmar
UCSD Affiliated Hospitals UCSsD 6
University Hospital
VA, San Diego

Pacific Med. Cent.-Presbyterian, SF UCSF 9
Highland General, Oakland
UCSF Program UCSF 18

Moffitt Hospital
VA, San Francisco
Stanford Affiliated Hospitals S 9
Stanford University
VA, Palo Alte
Santa Clara Vallev Med. Cent..
San Jose

ORTHOPEDIC SURGERY

Military/Federal
Letterman Army Medical Center, SF 12
Shriners Hosp. for Crippled Children
SF
Shriners Hosp. for Crippled Children,
LA
Naval Regional Medical Center, Oakland 11
Naval Regional Medical Cent., San Diego 16

Non-Federal and VA

UCD Affiliated Hospitals ucD 12
Kaiser Foundation, Sacramento
Sacramento Medical Center

UCI Affiliated Hospitels ucI 15
Children's Hospital of Orange County
Orange County Medical Center
Fairview State, Costa Mesa
VA, Long Beach
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TABLE M-16 (Continued)

Medical School Number of

Affiliation Training
Location of Hospital Slots
Pacific Medical Center Affiliated
Hospitals 5, UCSF 5
Pacific Medical Center-Presbyterian,
SF
St. Mary's Hosp. and Med. Cent., SF UCSF B
UCSF Program UCSF 32
Moffitt Hospital
San Francisco General
Santa Clara Valley Medical Center,
San Jose S 4
San Joaquin General, Stockton UCD, S 6
LA County-Harbor General, Torrance UCLA 20

Source: Lialson Committee on Graduate Medical Education and the
American Medical Associatiom
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CHAPTER II
NURSING EDUCATION

Of the five health fields examined in this Plan, perhaps nursing is
the most unusual 1n terms of educational preparation. In the cother
fields--medicine, dentistry, optometry, and pharmacy--the law pre-
scribes the licensing of the health professional after graduation
from an educatiomal program of specified length and content. TIn
nursing, the law permits the licensing of the Registered Nurse (R.N,)
after completion of one of three programs: two-year (associate
degree, A.A.); three-year (daploma); or four-year (baccalaureate
degree, B.S.). Even then, completion of one of these programs is
not required for licensure; a category of "non-graduates" is allowed
to take the license examination. In addition, another category of
nurse, the Licensed Vocational Nurse (L.V.N.), i1s trained in one-
year programs.

Furthermore, there is little agreement in the literature of health
care about how the graduates of the three R.N. programs differ in
professional competency and in their duties after licensure.

In addition to the confusion introduced by this multiple licensing
system, other problems exist in analyzing the field of nursing
because of the weaknesses in available data. It is difficult to
obtain the same quantity and quality of data on the output and
enrollment of the various nursing programs that are available in
the other four health fields in this study. This is particularly
true of the two- and three-year R.N. programs, and of the L.V.N.
programs. The Higher Education General Information Survey (HEGIS)
does not identify academic majors in two-year institutions; thus,
enrollments in associate degree nursing programs are impossible to
obtain from this source. Likewise, HEGIS does not provide informa-
tion on the hospital-based three-year programs and their enrollments
and outputs.

Further complicating its study is the fact that nursing is widely
regarded, both from within and without, as a profession with serious
problems of identity and morale.

A recent article in Hospitals, the journal of the American Hospital
Association made the point effectively. Provocatively entitled,
"Nursing Profession Undergoes Intensive Scrutiny and Adjustment,”
the article reported:

A review of the 1976 nursing literature shows an over-
riding concern with the evolution, status, and role of
nursing both as an entity in 1tself and within the struc-
ture of the hospital. This concern is expressed through-
out the literature in many themes, such as the image of
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1) Because of the lack of accepted ratios for the proper
number of nurses per unit of population, it is impos-
sible to know how many nurses we need.

2) The supply of nurses continues to grow rapidly in
California, and will probably continue to exceed
anticipated demand, although there may be some local
shortages.

These findings give rise to a single recommendation:

State initiatives to increase the overall supply of nurs-
ing personnel should be specifically targeted toward such
goals as increasing the supply in underserved areas; in-
creasing the number of ambulatory care nurse practitioners,
especially family nurse practitioners; increasing the num-
ber of needed nurse specialists, such as geriatric nurses;
and increasing the number of nurses who can work effec-
tively among bilingual and multicultural populations.

This recommendation, similar to earlier ones on medicine in the
Health Manpower Plan, speaks of any increases in supply being '"spe-
cifically targeted" toward special needs. Meeting such needs in
nursing, however, may be even more difficult than in medicine.
Perhaps in educating nurses for expanded roles, or in educating
bilingual nurses, or 1n setting up education programs in underserved
areas, such "targeting" might be possible. However, the ambiguity
and lack of legal status of nurse practitioners--as discussed in the
chapter on medicine--can place limitations on the expanded use of
these health professionals. An even greater limitation 1s the fact
that, for the most part, a nurse cannot decide unilaterally to move
to an underserved area as can a physician. Since the nurse gener-
ally depends upon the exaistence of a hospital for work, he or she
can only work where there are hospitals with vacancies--even though
real needs for health care may exist elsewhere. Thus, to "target"
nursing education toward areas of unmet need 1s no assurance by
itself that the need will be met.

The 1mpact of such a recommendation--to increase enrollments selec-
tively~-can be appreciated only after examining information on the

number of graduates and the enrollment levels of nursing education

programs in California,

Qutput of California Nursing Programs

The total number of R.N. programs, their total output, and their
rate of growth are apparent from Table N-1.

-78-



TABLE N-1

Output of R.N. Education Programs
in California

Total Number B S. A.A Diploms
Togr Programs Graduates Programs Graduates Programs Graduates Programs Graduates
1964 a6 1,579 16 340 30 647 20 592
1965 45 1,314 15 401 32 834 18 57%
1966 69 1,938 16 473 35 864 i8 598
1967 &5 2,103 15 594 32 950 18 559
1968 67 2,318 i6 583 35 1,179 16 556
1969 68 2,626 LS 643 38 1,395 15 588
1570 BA 3,071 NA 791 NaA 1,775 Na 505
1971 33 3,302 16 914 57 1,896 10 492
1972 79 3,895 16 1,015 53 2,386 10 491
1973 78 3,939 17 1,018 55 2,552 6 369
1974 32 4,523 18 1,253 58 2,886 6 184
1975 34 4,885 19 1,385 60 3,126 5 374
1976 83 5,193 19 1,548 60 3,344 4 71
1977 83 5,226 19 1,417 62 3,534 4 275
1978 83 5,125 19 1,388 63 3,482 [ 253

Sourge: Board of Ragistered Nursing, The John Womg Report.

It is evident from Table N-1 that considerable growth has taken
place in nursing programs in the State. Only diploma programs have
declined in number and output. In the past decade, the output of
B.S. programs has increased 137 percent and the output of A.A. pro-
grams has increased 272 percent. For all programs combined, the
total output increased 149 percent during this period.

Additional details follow, by institution, on the number of nursing
graduates produced in each type of program. Table N-2 displays the
output of baccalaureate programs which lead to licensure.

In the public sector of higher education, the growth in output of
B.S.-degree nursing programs, seems to have leveled off during the
last several years. Growth continues in the private institutions,
but it also shows signs of slowing dowm.
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TABLE N-2

Number of Graduates
of B.S. Degree Nursing Programs

Institution 15972 1973 1974 1975 1976 1977 1978
UCLA 40 49 38 43 a1 48 51
ues 67 %0 73 182 132 L0 140

Total, UC 107 139 117 225 213 188 191
CSC, Bakersfield - 57 62 38 46 55 77
CsuU, Chico 61 70 89 92 91 78 107
CsU, Fresno 95 129 145 128 114 110 125
CSU, Hayward - 20 53 37 65 73 62
Humboldt State U I 21 22 39 29 34 33
CSU, Long Beach 6l 74 72 a3 92 105 132
CSU, Los Angeles 141 146 233 178 161 94 199
CSU, Sacramento 49 47 76 59 100 74 141
CsU, San Diego 105 34 79 84 95 37 a7
San Francisco State U. 81 57 56 80 70 63 34
San Jose State U. 97 119 130 114 129 10 106
Total, CSUC 704 167 979 982 992 883 1,163
Azusa Pacific - - - - - * 28
Biola 22 20 28 2 39 2/} 57
Loma Linda 66 46 74 33 77 81 76
Mt. St. Mary's 34 45 63 73 73 68 58
Pc, Loma - - 1 28 35 kX 39
Stanford 2 18 18 - - - -
U. ot San Franeisco _19 _50 105 110 119 120 129
Total, Private
Institutions 227 219 319 323 343 346 77

Source. HEGIS, UC Statistical Summary, CSUC Statistical Reports

*pzusa Pacific reported no graduates to HEGIS for 1976-77, but the instituticn reported
23 praduates in May of 1977 to the Board of Registered Nursing.

Note: The CSU totals for Long Beach and Los Angeles include graduates who already hava
been licenaed as R.N.s. CSUC nursing schools raported different totals for theae
seven years to the Board of Ragiscered Nursing: 677, 717, 826, 875, 992, 483,
821

Table N-3 summarizes the degrees conferred since 1972 in associate
degree programs in the Community Colleges, and in the three four-
year institutions which have such programs.

The growth 1n output of associlate degree programs has been extremely
rapid. In five years' time it has risen 45 perceant in the Community
Colleges, and a spectacular 123 percent in the private four-year
institutions.
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TABLE N-3

Associate Degree Nursing Programs

Degrees Conferred by Community Colleges

School

American River

Antelope Valley

Bakersfield

Cabrille

Cerritos

Chabet

Chaffey

C.C. of San Francisco

Collepe of the Desert

College of Marin

College of the Redwoods

College of San Mateo

College of the Sequoiaa

Compton College

Contra Costa

Cuesta

Cypresas

De Anza

East Los Angeles

El Camino

Freano City College

Golden West

Grossmont

Hartnell

Imperial Valley

Long Beach City College

L.A. City College

L.A. Harbor College

L.A. Plerce

L.A. Southwest

L.A, Trade-Technical

L.A, Vallevy

Log Medanos

Merricc College

Hodeato J.C.

Mt San Antonio

Napa

Ohlone

Palomar

Pagadena City College

Rio Hondo

Riverside City College

Sacramento City College

Saddleback

San Bernardino Valley

San Diego City

San Joaquin Delta

San Jose C.C. =
Everpreen Valley

Santa Ana

Santa Barbara C.C.

Santa Monica C.C.

Santa Rosa C.C

Shasta

Solano

Southwestern

Ventura

Victor Valley

Totals

Source: MWursing Board.

1972 1973 1974 1975 1976 1877 1978
26 37 33 33 35 28 33
36 4 35 28 il 40 i3
33 42 38 47 58 42 32
35 25 25 36 33 a5 34
42 53 49 7l 78 84 7L
38 48 46 40 50 49 44
43 52 30 5¢ 29 72 69
51 42 69 87 81 80 38
46 40 34 531 65 58 90
44 40 40 i3 51 47 42
14 23 22 28 30 28 42
41 40 50 35 45 49 37
39 29 27 32 30 29 29
32 52 51 63 46 46 42
96 a5 75 79 70 74 64
25 26 26 22 25 23 26
62 67 77 77 78 76 85
47 56 54 55 KK 45 34
48 49 66 64 92 45 79
69 51 60 7L 84 77 75
45 49 43 49 54 72 70
57 69 64 84 93 108 84
42 40 40 47 46 50 49
25 22 23 26 24 27 25
- 30 26 23 a2 24 24
72 89 82 102 119 129 115
79 81 110 73 95 95 68
40 61 77 51 67 60 68
50 30 60 74 71 15 81
51 41 47 56 53 82 64
72 67 64 64 62 84 92
90 108 110 130 158 138 150
- - - - 16 20 19
52 43 49 46 49 30 52
iz 43 57 42 38 105 51
25 35 42 43 4] 48 46
31 29 46 30 47 33 39
- - 32 37 30 L) 36
27 il 6l 37 65 49 56
78 83 101 154 126 121 99
46 50 47 65 64 84 B2
S4 61 71 71 81 93 88
44 46 41 44 35 35 63
- 36 38 63 67 54 83
41 45 45 49 51 37 57
1 27 29 28 30 28 29
60 48 49 57 67 60 61
58 54 51 54 50 63 48
- - 29 30 54 53 58
24 32 37 36 14 37 22
36 42 54 59 60 a3 57
21 25 36 44 52 48 44
23 23 29 33 kvl 35 29
34 39 29 36 37 36 34
32 29 32 33 33 37 i3
51 42 52 39 53 49 64
- - - - - 28 28

2,290 2,451 2,729 2,97 3,129 3,320 3,482



TABLE N-3a

Associate Degree Nursing Programs
Degrees Conferred in Four-Year Institutions

School 1972 1973 1974 1975 1976 1977 1978

Loma Linda 24 24 40 54 64 61 a5

Mt. St Mary's - - 34 36 32 46 69

Pacific Union 72 78 83 103 119 107 99

Total, &4-year 96 102 157 193 215 214 253
Inatituciona

Source* Nurging Board.

The third type of nursing program is the hospital-based diploma pro-
gram. Table N-4 contains a summary of the diplomas awarded since
1972 by hospitals operatlng these programs.

TABLE N-4

Number of Graduates, Diploma Nursing Programs

Institution 1971-72 1972-73 1973-74 1974-75 1975-76 1976-77 1%77-78
CONTINUING PROGRAMS
St. Luke's 37 34 34 45 40 41 39
Calif Hospital Medical Ctr. 24 23 30 40 42 33 40
L.A. Councy Medical Ctr. 162 177 175 163 229 120 126
Samuel Merrite 57 48 65 10 & 19 50
Total 280 282 304 318 371 275 255
DISCONTINUED PROGRAMS
Kaiser 46 45 45 56 - - -
San Jose Hospital 30 42 35 - - - -
St. Vincent's 36 54 - - - -
Hollywood Presbyterian 38 - - - - =
Queen of Angels ja - - - - -
8t. Joseph's 22 - = - - - -
Total 211 151 80 56 - - -
Total, All Programs 491 433 384 374 371 275 255

Source: WNursing Board; Individual Heepitals.

The declining role of the diploma nursing programs is readily apparent.
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The reasons for this decline are not completely clear, but appear to
include:

1.

Increasing identification of nursing as a field of higher
education; e.g., the declaration to this effect by the
American Nurse's Association in the mid-1960s;

Practical problems for the hospital-based training programs
in teaching certain required subjects, forcing hospitals
into dependence on higher education institutions for some of
their instructiom;

Fiscal pressures, as costs imposed by the training programs
could not be passed on to third-party payment agencies, ab-
sorbed by the hospital, or passed on to student nurses; and

Competition from Community College programs which are shorter
than diploma programs, offer academic credit, and are tuition
free.

In addition to the baccalaureate and associate degree programs lead-
ing to licensure and the diploma programs leading to licensure,
there are a number of graduate nursing programs in California. The
graduate degrees awarded through these programs since 1972 are
sumnarized in Table N-5.

TABLE N-5

Graduate Degrees Awarded in Nursing

Ingtictution 1972-73 1973-74 1974-75 1975-76 1976-77 1977-78
MASTERS DEGREE PROGRAMS

CSU, Chico 1 4 8 6 ) 8
CSU, Fresna 16 12 18 14 5 11
CSU, Los Angeles 24 40 46 29 39 26
5an Jose State U 14 9 12 15 19 12
CSU, Long Beach - - - - - 8

Tetal, CSUC 55 63 B4 64 71 65
UCLA 59 73 39 69 a3 105
uCsF 137 13 51 Wy 155 1

Total, UC 196 228 140 218 238 239
Loma Linda 19 17 15 22 31 19

DOCTORS DEGREE PROGRAMS
UCSF 2 7 4 3 2 8

Source: CSUC Statistical Reports; UC Statisticsl Summary; HEGIS.
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No significant growth is apparent in graduate programs in nursing.
This situation seems to suggest that the growth of graduate programs
characteristic of many disciplines is not occurring in nursing in
this State. The University of California, however, maintains an
emphasis on professional and graduate programs; its output of grad-
uate degrees in nursing exceeds its output of undergraduate degrees
in the same field.

Some interesting comparisons can now be made by examining the enroll-
ments of the various nursing programs.

EnrolIment in Nursing Programs

Enrollments in the three types of R.N. programs are reported in the

next set of tables. Table N-6 shows the enrollment in programs
leading to the B.S. degree and licensure.

TABLE N-6

Enrollments in B.S. Nursing Programs

Inatitution 1972-73 1973-74  1974=75 1975-176 1976=77 1977-78 1978-79
UCLA 102 88 95 92 123 98 97
UCSF 3w L 33 269 87 23 281
Total, UC 413 408 431 36l 410 381 378
CSC, Bakersfield 160 168 118 105 66 87 95
CSU, Chico 490 499 274 254 227 221 228
CSU, Fresmo 437 302 439 491 319 275 220
CSU, Hayward 284 302 120 195 140 122 213
Humboldr State U 193 197 167 146 104 125 120
CsU, Long Beach 488 456 488 578 414 ar2 470%
CSU, Los Angeles a18 646 723 784 659 609 194%
€87, Sacramento 517 496 313 337 193 390 133
CSU, San Diego 543 423 279 310 285 286 247
San Francisco State U 254 306 325 347 218 250 373
San Jose State U 489 506 442 443 296 236 445
Total, CSUC 4,683 4,301 3,688 3,990 2,921 2,973 2,718
Azusa Pacific - - 29 NA 94 b4 96
Bilola 172 210 178 141 353 180 198
Loma Linda 114 265 279 235 254 372 il
M. St Mary's 100 112 118 120 124 129 135
Point Loma 52 537 67 111 259 263 122
Stanford 39 18 - - - - -
U of San Francisco 294 328 365 363 391 403 399
Total, Private
Institutions 771 990 1,036 - 1,495 1,411 1,461

*These lnstitutlons also have degree—completion programs for R N.s, the students of which
are included in these totals.

Sourcer TFor public institutions: HEGIS; UC Statigtical Summary, CSUC Statistical Reports
For privare institutions. HEGIS; Board of Reglstered Hursiag.
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One of the more interesting observations thus far in this Plan can
be made from Table N-6: the apparent lack of correlation between
trends in enrollment and output. Enrollment in State University
nursing programs during the past five years has declined by 37 per-
cent while, according to Table N-2, the number of graduates has in-
creased by 65 percent. Similarly, enrollment in the University's
undergraduate nursing program has declined over the past five years
by 7.8 percent, but the number of graduates has increased by 75.7
percent. There are a number of instances throughout this chapter
in which nursing enrollments and the number of graduates seem to be
moving .on separate cycles; the data suggests no explanation of this
phenomenon.

Fnrollments in associate degree nursing programs are shown in Table
N-7.

TABLE N-7

Associate Degree Nursing Programs
Fall Enrollments

School 1972 1373 1974 1975 1976 1977 1978
American River 74 68 73 68 67 75 76
Antelope Valley 86 69 68 72 79 17 B2
Bakersfield 70 36 91 84 72 92 114
Cabrille 66 66 36 72 74 72 75
Cerritos 126 132 152 175 172 147 157
Chabot 90 92 64 39 90 87 89
Chaifev 99 105 16 110 l44 148 142
C.C. of San Francisco 145 145 147 172 175 186 174
College of the Desert 100 115 126 135 143 1435 146
College of Marin 29 103 98 106 103 103 93
College of the Redwoods 54 55 65 63 65 66 66
College of San Mateo 143 119 121 127 121 105 115
College of the Sequoias 67 65 63 65 65 77 82
Compton College 115 121 136 135 132 124 116
Contra Costa 166 159 166 161 171 145 128
Cuesta 52 50 S0 52 51 53 53
Cypress 133 169 165 168 172 151 141
De Anza 121 116 100 108 107 111 105
East Los Angeles 124 137 185 194 184 196 180
El Camino 118 138 155 153 152 152 170
Fresmo City College 113 117 113 116 143 137 144
Golden West 150 153 179 196 220 208 213
Grossmont 88 102 101 100 107 105 105
Hartnell 58 58 65 62 62 61 56
Imperial Vallev 69 64 67 72 71 88 78
Long Beach City College 197 198 221 245 257 239 256
L.A. City College 233 259 240 200 174 175 150
L.A. Harbor College 156 169 181 167 166 168 160
L.aA Plerce 130 145 162 166 173 173 169
L.A. Southwest 125 163 1 193 118 206 209
L A. Trade-Technical 67 66 64 311 3 102 99
L.A, Valley 232 247 275 306 268 295 289
Los Medanos - - 20 38 85 41 44
Merritt College 93 96 95 39 105 105 147

Modesto J.C. 129 174 161 134 185 137 176
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School

TABLE N-7

Associate Degree Nursing Programs

Fall Enrollments

Mt. Saz Antonlo

Napa

Ohlcne

Palomar

Pasadena City College

Ric Hondo

Riverside City College

Sacramento City College

Saddieback

San Bernardino Vallev

San Diego City

San Joaqulin Delta

San Jose C.C. -
Evergreen Valley

Santa Ana

Santa Barbara C.C.

Santa Monoleca C.C

Santa Rosa C.C

Shasta

Sierra

Solano

Southwestern

Ventura

Victor Valley

Totals

Source: Nureing Board.

Inscicution
Loma Linda
Mt. S5t. Mary's
Pacific Union

Total, 4Yaar

(Continued)

1972 1573 1974 1975 1976 1977 1978
100 109 103 115 101 110 129
94 110 112 96 95 a9 97
40 85 80 76 81 17 70
g9 107 99 117 119 132 147
180 252 264 243 255 218 236
110 126 142 148 173 175 181
175 185 185 191 201, 197 184
116 115 118 132 133 129 121
82 107 127 103 124 194 151
38 103 116 110 116 117 122
27 30 29 30 33 32 39
110 113 123 127 125 133 129
134 134 135 147 164 143 159

- 30 0 30 55 59 47
78 83 83 91 74 82 102
96 106 112 115 115 122 121
83 84 %% 104 99 37 99
59 66 69 66 73 70 74
- - - - - - 19
87 78 91 48 a7z B8l 83
73 77 79 77 77 79 74
99 98 95 123 120 131 165
- - - 33 58 70 72
5,820 6,319 6,482 7,008 7,242 7,089 7,180
TABLE N-7a
Associate Degree Nursing Programs
Fall Enrollments 1n 4-Year Institutions

1972 1973 1974 1975 1976 1977 1978
94 114 148 169 167 83 19
39 94 91 96 124 13% 132
146 171 164 182 182 164 158
279 379 403 447 473 388 184

Table N-7 provides another example of a different (slower) rate of

growth in nursing enrollments tham in the number of graduates.

Table K-8 shows the enrollment trend for diploma programs, the only

nursing programs which are declining in numbers and enrcllments.
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TABLE N-8
Fall Enrollments, Diploma Nursing Programs

Instatution 1972-73 1973-74 1974-75 197576 1976=77 1977-78 1978-79
CONTINUING PROGRAMS
St. Luke's 126 133 139 137 132 126 136
€Calif Hospital Medical Ctr 143 143 151 151 166 166 140
L.A. County Medical Ctr 453 479 405 375 260 324 365
Samyel Merritt 186 208 205 216 277 160 189
Total 908 913 900 879 835 776 a30
DISCONTINUED PROGRAMS
Kaiser 184 162 112 57 - - -
San Jose Hospital 164 B0 39 - - - -
St. Vipncent's 81 82 - - - -
Hollywood Presbvterian 142 - - - - - -
Queen of Angels 49 - - - - - -
St. Josepn's 29 - - _- - - =
Total 049 324 151 57 - =
Total, All Frograms 1,557 1,237 1,051 2136 435 776 830

Sourcer Nursing Boged; Individual Heepdials.

The number of diploma programs in nursing has shrunk from ten to
four in five years' time (from an all-time high of 134), and even
the surviving programs generally are losing enrollments.

Graduate enrollments i1n nursing are reported in Table N-9. No data
are available for Loma Linda University, since HEGIS does not iden-
tify nursing as a graduate field and since the Board of Registered

Nurses does not keep track of data on graduate programs.

Table N-9 shows the growth which has occurred 1in graduate nursing
enrollments in the two public segments of higher education, although
in each case a single institution (UCSF, CSULA) is responsible for
the bulk of that growth.

TABLE N-9
Enrollment in Graduate Programs 1n Nursing

Institution 1372-73 1973-74 1974-75 1975=-76 1976-77 1977-78
UCLA 164 167 155 193 197 156
Ucsr 207 208 234 Jo3 320 346
UCD (Murse Practitioner) _32 _4Q 78 _17 11 _28

Tetal, UC 403 415 467 573 588 530
€58U, Chico 24 11 15 21 17 17
C5U, Fresno 44 33 37 51 53 47
CST, Long Beach - - - - - &7
CSU, Loa Angeles 73 104 99 174 133 173
San Jose State U _51 _58 59 33 _61 62

Total, C8UC 192 211 210 301 314 346

Loma Linda NA MA Ma A NA Na



In addition te the programs which provide initial nursing education
and those which provide graduate education in nursing (some of which
are in eclipical specialties) there are a number of other programs
which provide training in nursing specialties., These programs vary
considerably in structure and formality, but they have a common
feature in that no educational or licensure agency keeps track of
the number of people in trainming or completing each program.

Other than the graduate programs, the most structured programs are
those for nurse practitioners, nurse midwives, and nurse anesthetists.
All of these specialties, which are discussed in the sectiom of this
Plan on mid-level practitioners in medicine, have some form of mean-
ingful national certification. In most other specialties 1n nursing,
the training historically has been acquired on the job in a less
formal program, and certification or other forms of credentialing
generally has not existed. Among these specialties are those con-
cerned with surgery, obstetrics, critical care, oncology, orthopedics,
pediatrics, et al. It is possible that the lack of formal training
programs and credentials 1in these fields has served as a depressant
on salaries for nurses who specialize.

MID-LEVEL PRACTITIONERS: THE L.V.N.

In nursing the Registered Nurse 1s supplemented by a category of
mid-level practitioner, the Licensed Vocational Nurse, or L.V.H.

In other states, nurses In this category are commonly identified as
Licensed Practical Nurses.

The licensing of L.V.N.s in California is carried out by an agency
separate from that for registered nursing. That agency is the Board
of Vocaticnal Nurse and Psychiatric Technician Examiners in the
Department of Consumer Affairs.

Training for L.V.N.s 1s provided through year-long programs at
ninety-four schools accredited by the Board. Fundamental differ-
ences between the training of L.V.N.s and the education of R.N.s are
immediately apparent when one examines the diversity and nature of
the schools which train L.V.N.s. Although almost two-thirds of
these programs (sixty-three to be exact) are in Community Colleges;
eleven are a part of adult schools operated by secondary or unifiled
school districts, and another eleven are in private vocational
schools. Two are located in hospitals (one Kaiser hospital and two
military hospitals); three in community skills centers; two in pri-
vate non-profit institutions; and one each in a regional occupa-
tional center and in a joint adult school/Community College center.
To be licensed upon completion of an L.V.N. program, the graduate
must have the equivalent of a tenth-grade education.
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These L.V.N. training programs have produced the following numbers
of graduates:

1972-73 3,487
1973-74 3,443
1974-75 3,353
1975-76 3,499
1976-77 3,147
1977-78 2,816

Source: L.V.N. Board

Because L.V.N. programs are not degree oriented, they are not re-
ported through HEGIS. In additiom, the Board of Vocational Nurse
and Psychiatric Technician Examiners has a very limited information
capability. For these reasons it is difficult to obtain useful
information on enrollment and output of the various programs, or
any data suggesting current trends.

Nationally in 1975 there were 1,315 training programs for L.V.N.s
or their equivalent, with 45,375 graduates. It appears that Cali-
fornia 1s not graduating as many L.V.N.s as 1its population would
warrant. Nevertheless, the supply cf L.V.N.s appears to be reason-
ably adequate, even though no optimum ratio for this health occupa-
tion has been established.

Historically, there have been several circumstances which affect the
utilization of L.V,N.s in health care:

eL.V.N.3 tend to be older and from somewhat lower economic
levels than R.N.s;

®1,.V.N. salaries are lower than those for R.N.s;

® L.V.N.s have less mobility than R.N.s because of family and
economic circumstances;

@ There is less attrition for L.V.N.s than for R.N.s; dropping
out of the labor force is a luxury the former cannot afford;

®There is less in-migration of L.V.N.s than of R.N.s.

Source: The John Wong Report.
The existence of the L.V.MN. probably serves as a depressant on the
R.N.s' economic situation, inasmuch as hospitals can substitute
L.V.N.s for R.N.s in a number of instances. To the L.V.N. this can

mean a good opportunity to work, but mot a good salary for which to
work.
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Upward mobility is possible, however, since career ladders operate
to permit L.V.N.s to become R.N.s. An increasing number of asso-
ciate degree nursing programs 1n the Community Colleges are designed
solely for L.V.N.s who wish to become R.N.s. TFrom an educational
view, this articulation is not without problems, commendable as it
may be. The academic attainment of some L.V.N.s who enter R.N. pro-
grams as second-year students may be open to question, inasmuch as
L.V.N. programs are frequently noncollegiate in level, operate in
such settings as high schools and trade schools, and grant consaid-
erable credit for experience at relatively unskilled levels of
employment. Consequently, career-ladder programs for L.V.N.s may be
open to some criticism regarding their academic level and integrity.

ARTICULATION

Articulation, as that term is used in California higher education
circles, is the facilitation of movement of students from one level
of education to a more advanced level with a minimum of disruption,
frustration, and repetition of coursework. In a broader sense,
articulation also implies the facilitation of career ladders, of
upward mobility within a profession.

In nursing education, formal articulation activities occur at sev-
eral points. First are the L.V.N. programs. California's Business
and Professions Code requires that all L.V.N. training programs
shall give students credit for knowledge previously acquired, and
that failure to do so will subject the school to denial of accredi-
tation by the Board of Vocational Nurse Examiners. The Board is
given power to prescribe by regulation the

- + . education for which credit is to be given and the
amount of credit which is to be given for each type of
education Including the amount of credit to be given to

a certified nurse assistant and te a nurse assistant who
had provided direct nursing services in health facilities.

Similar provisions direct the Board 6f Registaved Nursing to.reynire
that institutions grant credit for previously acquired knowledge,
under threat of loss of accreditation, and to prescribe how much
credit should be awarded for various kinds of education. The Board
is also called upon to evaluate and assign credit to the training
recerved by medical corpsmen in the Armed Forces; to require no more
than thirty units in nursing and related science subjects for L.V.N.s
to be licensed as R.N.s; and to insure, under threat of loss of
accreditation, that Community Colleges do not discriminate against
L.V.N.s seeking admission solely because they are planning to acquire
the thirty units needed to become a R.N,




TABLE N-10

Number of Graduates of B.S. Programs
for Previously Licensed Nurses

Institution 1972 1973 _1974 1975 1976 1977
CSU, Fullertom - - - - -11 28
C5C, San Bernardino - - - - 33 24
Sonoma State TU. - - 37 56 78 72
C5C, Stanislaus - - - - - -
Total, CSUC 37 56 122 124
Holy Names - - - - 4 7
La Verne - - - - - .
Univ. of San Diego 5 NA 5 3 12 24
California Lutheran. - - - - - =
Total, Priv. Inst. 5 5 3 16 T

Seurce: HEGIS; Supplemented by data from CSUC Chancellor's Office.

TABLE N-11

Enrollment in B.S. Programs
for Previously Licensed Nurses

Institution 1972-73 1973-74 1974-75 1975-76 1976-77 1977-78

CSU, Fullerton - - 36 141 237 288
CSC, San Bermardino - 79 120 106 110 101
Soncma State U. 47 119 165 195 210 227
CSC, Stanislaus _- - _—— i —_— a7

Total, GSUC 47 198 321 442 557 673
Holy Names - - - - 4 7
La Verne - - - - - -
Univ. of San Diego 79 90 105 110 119 120
California Lutheran - - - - - -

Total, Priv. Inst. 79 90 105 110 123 127

Source: HEGIS; Supplemented by data from CSUC Chancellor's Office,

The first such program in the University of California i1s planned to
open at the San Francisce campus 1n the fall of 1980 in conjunction
with a shift to a sequential B.S5./M.S. program and the elimination
of the terminal B.S. program.

Another program which facilitates articulation is the Proficiency
Examination Program of the American College Testing Program (ACT).
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TABLE N-12

Admission Ratios in UC Nursing Programs

Ratio,
Program No. of Applicants No. Admitted Admissions/Applications

UCLA
1975 266 50 18.8%
1977 252 50 19.8
UCSF
1975 863 140 16.2%
1977 881 139 15.8

Source: UC Health Sciences.

In the absence of comparable data, one can only infer how competi-
tive the admissions process i1s for the other segments of nursing
education. Knowledgeable sources have estimated that one in five or
one in-six are common acceptance ratios. Thus, one could say, albeit
tentatively, “that admission into nursing programs 1s competitive in
terms of the numb®&r of applicants versus the number of available
spaces. In some Community Colleges, there are no competitive admis-
sions standards because of the "open door" philosophy;.-in these set-
tings, waiting ligts_and even lotteries are used in lieu of selec-
tive admissions.

CALIFORNIA'S NURSING WORK FORCE

Although information is lacking on the nature of nursing programs
entrants, there 1s much data available on the nature cf the grad-
uates. An understanding of the nursing work force may be helpful
in attempting to assess the outcomes of the educatlonal programs in
this field. The following information 1s from a 1975 survey of
nurses in California conducted by the Department of Health, the
report of which 1s entitled, Functional Task Analysis Study.

While not identified as such, the information might be considered
a profile of the nursing work force in California.

Number of Nurses Licensed
The first element of the profile is the total number of nurses cur-
rently licensed to practice in California. Table N-13 contains

that figure, along with the number of licensees who are living In
California, in other states, and outside the United States.

04



TABLE N-13

Nurses Currently Licensed in California
By Place of Residence
January 1, 1975

PLACE OF
RESIDENCE NUMBER PERCENT
Total 164,000 100 0
Cahforna 131,849 80 4
Othor statas 30,021 183
Outside U S 2,086 13
Unknown 73 ]

8 | a5y than 06 parcent
Note Place of rasidence s reportad i the Board,

It 18 significant that almost one-fifth of the nurses licensed in
California do not reside here. 1In fact, it 1s possible that many
of these nurses have never lived in Califormia inasmuch as they can
be licensed through reciprocity agreements with other states.

Number of Employed Nurses

Another key element of the profile is the number of nurses who are
currently licensed and employed. Table N-14 displays this infor-
mation, by location of employment.
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TABLE N-14

Employed! Nurses Currently Licensed 1n California
By Place of Employment
January 1, 1975

PLACE OF
EMPLOYMENT NUMBER PERCENT
Total 118,169 100 0
Californis 91,148 786
Unknown, residas
in California 3,224 28
Other states 19,100 164
Oumida U 8. 1,706 15
Unknown, resides
outside California 291 09

1 Includas nurses temporanly unempioyed less than
s1x months,

Note Place of employment as reported on questionnaire

Percents are rounded Independantly and may not
pdd to total

Of the 164,000 nurses licensed to practice in California, 116,169
(70.8 percent) are employed, as Table N-14 shows. However, only
91,149 of the those nurses are employed in Califormia. This means
that only 55.6 percent of the total number of State-licensed nurses
are working here and only 69.1 percent of the total number of those
both licensed and living in California are working.

Ethnicity of Nurses

Ethnicity is one of a number of component variables of the nursing
work force which can be examined independently. Table N-15 indi-
cates that percentage of nurses, by ethnic origin, who reported
that they worked full time.

Apparently, nurses who are White, Japanese, and Chinese do not work
full time as much as those from ethnic groups which are not as high
on the socioeconomic ladder: Mexican-Americans, Blacks, American
Indians, and Filipinos.
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TABLE N-15

Percent of Nurses Emp]oyed] in California

Who Work Full Time, By Ethnic Qrigin
January 1, 1975

ETHNIC
CRIGIN

Total
White
Mexican-Amearican
Black
American Indien
Japaneis
Chiness
Filipino
Other
Unknown

1

lass than six months.

WORK
FULL TIME

PERCENT

726
109
84.0
BaE
79.0
791
%1
g7
Ba B
73.3

Includes nurses temporarily unemployed

Another view of the relationship of ethnicity to the nursing work
force can be obtained from Table N-16, which examines the total
number of nurses licensed and the number working, by ethnicity.

TABLE N-16

Ethnicity of Nurses Licensed in California

Number Percentage  Number

Ethnic Group Licensed of Total Working
White 143,441 B6.5 99,029
Mexican American 1,356 .8 1,174
Black 4,515 2.8 3,931
American Indian 403 .2 339
Japanese 2,117 1.3 1,599
Chinese 1,195 .7 960
Filipino 7,319 4.5 6,767
Other 1,607 1.0 1,430
Unknown 2,047 1.2 934
Total 164,000 100.0 116,169
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69.5
80.5
82.3
79.7
72.9
77.2
88.7
g86.1
65.8
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While this table bears out the fact that minority nurses do work
actively in the profession, 1t also suggests how few of the licensed
nurses are members of ethnic minorities, particularly when compared
to the population of each minority in California. For example,

only .8 percent of the nurses licensed in the State are Mexican-
American, compared to a population in whaich 15.8 percent of the
population is identified as Hispanic.l Blacks have slightly higher
representation in nursing: 2.7 percent of the licensed nurses are
Black, compared to 7.7 percent of the State's Black populatiocm.

Nursing Work Patterns

Another variable in nursing personnel 1s work patterns, particularly
as they relate to educational background and age. Table N-17 shows
the percentage of employed nurses who reported that they work full
time, by highest degree held.

TABLE N-17

Percent of Nurses Employed! in California
Who Work Full Time, by Highest Degree Held
January 1, 1975

HIGHEST WORK
DEGREE FULL TIME
PERCENT
Total 726
Associete degree 76.3
Hospitel schoot diploma BB 8
Baccalaureats dagres 78 6
Master's degree 863
Doctorete 840
Foraign 1:Ic|gr¢m2 760

1 Includes nurses temporarily unemployed

lass than si1x months

2 No comperable degrea granted n U §

1. 1In designating ethnicity the federal government uses the term
Hispanic to include persons of Mexican, Puerto Rican, Cuban,
Central or South American, or other Spanish culture or origin,
regardless of race. The Functicnal Task Analysis Study origi-
nally used the category of Hispanic but, upon request of respon-
dents, switched to the category of Mexican American during the
course of the survey.
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Some interesting comparisons are evident. Contrary to a widespread
belief, diploma nurses do not appear to work full time as much as
do nurses with associate and baccalaureate degrees, who work full
time at about equal levels. However, diploma nurses are older, as
Table N-27 indicates, and older nurses do not tend to do as much
full-time work (Table N-19). Consequently, the apparent low level
of full-time work by this group may reflect age more than it indi-
cates the type of training. It would be interesting to hold age
constant, and then determine which type of training seemed to pro-
duce nurses of a given age who tended to work full time the most.

(It should also be noted that in this and any other table reporting
on highest degrees held by nurses, about one-eighth of the diploma
nurses are reported as B.S5. nurses since that many have gone on to
the higher degree, as reported in Table N~-24. Tt is not clear what
the effect of this shift in counting more than 6,000 nurses is on
any conclusions to be drawn.)

Marital Status

Another variable in the nursing work force is marital status.
Table N-18 shows how the full-time status of employed nurses is
affected by thelr marital status.

TABLE N-18
Percent of Nurses Employed1 in California

Who Work Full Time, by Marital Status
January 1, 1975

MARITAL WORK
STATUS FULL TIME
PERCENT
Total 726
Single B9 B
Married 843
Dworced B7.0
Widowed 768
Unknown 797

1 nciudes nursas temporearly unemployed

less then six montbhs

As would be expected, married nurses do not work full time as much
as do single, divorced, and widowed nurses. With less than 2 per-
cent of the licensed nurses being male, the influence of male nurses
on the figures for married nurses 1s slight.
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Sex of Nurses

Another significant variable in the working patterns of nurses is
whether they are male or female. Only 3,138 of the 164,000 nurses
licensed in California are males, a percentage of 1.9. Of this
number, 2,761 are employed in California. But men tend to be full-
time professionals in nursing to a greater degree than do women, as
Table N-19 indicates.

TABLE N-19

Percent of Employed1 Nurses
Who Work in California Part Time, by Sex and Age
January 1, 1975

% r\
P N
: ,

- 25 J/
s

Fomale 2728

———r ‘\__ Male 8 1%
o 1 1 1 1 i 1
Piifid
EEREE
Axr

1 Inuludes nurses (smpurarily unemployed
(e thas slx mnnits

- -

It 1s clear that male nurses work part time much less than do female
nurses, although after age sixty there is virtually no difference
between the sexes. At about age thirty-five, almost one-third of
employed female nurses are working part time. By age fifty-five,
the number of nurses working part time has declined to about 25 per-
cent, before beginning a rapid increase to about 40 percent at age
sixty-five.

Educational Background of Nurses

The nursing work force is made up of people with varying educaticnal
backgrounds, representing basic nursing education and advanced nurs-
ing education or other advanced degrees. The general distribution
of degrees within the total number of nurses currently licensed by
the State of California is shown in Table N-20.
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TABLE N-20

Nurses Currently Licensed,
By Basic Nursing Education

Number Percentage
Type of Training Currently Licensed of Total
Associate degree 21,977 13.4%
Hospital diploma 114,656 69.9
Baccalaur?ate and 25,782 15.7
professional
Noncomparable foreign
degree 257 .2
Unknown 1,326 .8
Total 164,000 100.0%

In spite of the near demise of hospital diploma nursing programs,
graduates of such programs still outnumber by far the graduates of
the other two pathways of nurse training. Another interesting
observation is that, in spite of explosive growth in Community Col-
lege programs, the number of baccalaureate nurses still exceeds the
number of associate degree nurses, although the gap can be expected
to close and eventually disappear.

Additional insight into the relationship of educational level to
patterns of work can be seen from Table N-21, which compares the
total number of nurses licensed to the total number residing in
Calafornia, by highest degree held.

TABLE N-21

Nurses Currentiy Licensed in California,
And Residing in California, by Highest Degree

Total Total Percentsage
Number Percentage Number in Percentage Regiding in
Higheat Degree Licansad of Total Califorpia of Total California
Associste Degree 20,154 12 3% 17,736 13 52 88 0%
Hoepital Diploma 97,9086 5% 7 78,643 59.6 80 3
B.S , Health 28,606 17 4 22,275 16.9 77.9
B.S., Other 6,686 4.1 5,231 40 78 2
Master's, Health 5,814 35 4,180 32 71.9
Master's, Other 1,538 9 1,128 9 73.3
Doctorate 343 .2 237 2 69.1
Foreign Degree 150 .1 115 1 76.7
(noncomparable)
Unknown 2,803 17 2,296 1.7 81.9
Total 164,000 100 0% 131,841 100.0% 80 &%

-101-



Perhaps the most significant observation from this table is that,

of all nurses currently licensed in California, associate degree
nurses reside in the State in substantially higher percentages than
do those from other groups. Conversely, nurses with graduate degrees
are most likely to reside elsewhere, even though licensed by this
State.

A similar comparison is made in Table N-22 for nurses who are li-
censed and working, as well as living in California, by highest
degree held. The final column compares the total number working in
California to the total number licensed by California.

TABLE N-22

Nurses Currently Licensed, Working, and Located
1n California, by Highest Degree

Percentage
h of Total
Total Total Licensed,
Humber Percentage Number in Percentage Working in
Highest Degree Working of Total California of Total California
Assoclate Degree 17,109 14.7% 14,876 16 32 73 8%
Hoapital Diploma 65,330 56.2 51,034 56.0 52.1
B.S , Health 21,946 18.9 16,857 18.5 58.9
B.5 , Other 4,552 3.9 3,465 3.8 518
Master's, Health 4,816 4,2 3,265 3.6 56.2
Master's, Other 999 .9 699 .8 45.5
Doctorate 247 .2 140 .2 40.8
Foreign Degree 117 L 88 .1 58 7
{noncomparable}
Unknown 1,053 .9 725 .8 25.9
Total 116,169 100.0% 91,149 lo0 0% 100 0%

Again, it is clear that the associate degree nurse tends to stay
and work in California at a considerably higher rate than does any
other category of nurse. Age, however, may be part of this phenom-
enon, since the associate degree nurse is among the younger nurses.
See Table N-27.

Another table reveals additional information about the associate
degree nurse, as well as the nurse with an advanced degree. Table
N-23 indicates the percentage of each ethnic group in nursing which
has the associate degree, and advanced degrees.

Surprisingly, there is very little difference between ethnic groups
(except for Filipinos) in the percentage of nurses with advanced
degrees., However, there is considerable difference among ethnic
groups in the percentage which has associate degrees. Fewer than
one in six White and Oriental nurses has the associate degree.
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Almost one in three Black, Mexican-American, and American Indian
nurses have the associate degree as the highest educational cre-
dential.

TABLE N-23

Percent of Each Ethnic Group of Emp1oyed] Nurses
in California Who Have Associate Degree
and Master's Degree or Higher as
Highest Degree Obtained
January 1, 1975

ETHNIC ASSOCIATE | MASTER'S DEGREE
ORIGIN DEGREE OR HIGHER

PERCENT OF ETHNIC ORIGIN

Total 162 48
White 161 47
Maexican-Amaricen 376 43
Black 332 86
American Indian Jos 556
Japanese 1286 44
Chiness 118 87
Filpino 42 2.2
Q1ther BB 42
Unknown 171 45

1 ncludes nurses temporarily unemployed lass than six

months

Obtaining higher academic credentials occurs to scme degree in nurs-
ing, as shown in Table N-24.

TABLE N-24

Percent of Employed! Nurses in California
Who Have Obtained a Higher Degree
January 1, 1975

BASIC NURSING PERCENT OBTAINING
EDUCATION HIGHER DEGREE
Awociate degree 5 95
Hospital schoo) diploma 134
Baccelaureate dograea 117

1 Includes nurses temporarily unemployed lsss than
six months

2 Baccalauraate degree or batter

3 Mester's degree ar bettar
Note Unknowns are excluded from calculations
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It is interesting to observe that hospital diploma graduates, numer-
ically the largest group of nurses, have completed advanced degrees
at a higher rate than have the associate degree or baccalaureate
nurses.

Age of Nurses

Age is an important parameter of the nursing work force. Table
N-25 displays data on the median age of all licensed nurses and
employed nurses, by place of residence.

TABLE N-25

Median Age of Nurses Currently Licensed in California
By Whether Employed, Place of Residence
And Place of Employment
January 1, 1975

MEDIAN AGE
Al Employgd |
Nurses! Nursas ».

LA

INYEARS v +

Total 41.8 3.2
Cailifornia 423 35 .
Other states 99 38.0
Outside U 8 B 2 Jag

v Place of residence

2 pjgce of employmant

The median age of working nurses is about two years younger than
that of all licensed nurses. Nurses living and working in other
states, and particularly those living and working abroad, tend to
be younger than nurses in general.

The relationship of age to ewployment is shown in Table N-26 for
all nurses licensed in California.
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TABLE N-26

Percent of Nurses Currently Licensed in California
Who are Employed! by Sex and Age - January 1, 1975

| SEX
AGE TOTAL l Male | Female
PERCENT EMPILLOYED
Total ns8 #8.0 0686
18—-24 years 950 98 3 960
26—34 years 808 - 95.9 804
36—44 yeary nA 96.5 728
45—564 years 724 8856 721
65-64 vears 608.8 679 507
65 vears and ovar 228 336 224
Unknown 804 8 807

1 Includes nurses temporenly unemployed lass than six
months

8  Ppearcent not calculsted for less than 26 persons

The higher level of employment of male nurses, obvious from the
table, is not surprising. Perhaps what is surprising is that one-
third of the male nurses and almost one-quarter of the female nurses
continue to work beyond age 65.

The relationship between the age of the nursing work force and the
educational preparation of nurses is shown in Table N-27.

TABLE N-27

Median A?e by Highest Degree for all Nurses
And Employed! Nurses in California - January 1, 1975

MEDIAN AGE

HIGHEST All Employed!

DEGREE Nurses Nurses2
' IN YEARS

Total Mg 96
Associate degres 323 321
Hospitel school diploma 463 43.3
Baccalaureste degree in health 8 3a
Baccalaureste degres n other field 43 3 412
Mastor's degree in health 430 428
Master’s degree in other field 801 a8 7
Doctorate 489 478
Forewgn dagrae3 398 47

{ncludes nurses temporanly unemployed less than six
months.

In California only
No comparable degree grantedin U §
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Clearly, associate degree nurses are the youngest group of nurses--
perhaps reflecting the relative newness of many two-year training
programs--although nurses with a baccalaureate degree in Health
Sciences are almost as young. Comparing ages of nurses by basic
nursing education, as contrasted with highest degree held, produces
a sharper comparison, as shown in Table N-28.

TABLE N-28

Median Age of A1l Nurses and Employedl Nurses
In California by Basic Nursing Education
January 1, 1975

MEDIAN AGE
BASIC NURSING Al Employed!
EDUCATION Nurses Nurses
IN YEARS
|
Total 418 396
Associate degrea 324 322
Hospital school dipioma 481 44 1
Baccalaureate dcgreez 323 322
Foregn |:Iagree3 95 403

Incivdes nursas ternporarily unemployed less than six
months

Includes 8 few nurses where a Mastar's degree was
basic education

No comparable degree granted in U S

Here, the associate degree nurse and the baccalaureate nurse have
virtually identical median ages. Again, the diploma nurse 1s sig-
nificantly older.

A final consideration of the age of nurses can be made with respect
to ethnicity. Table N-29 contains comparisons of median age of all
nurses, and employed nurses, by ethmicity.
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TABLE N-29

Median Age of Nurses Currently Licensed in California
By Whether Employed! and Ethnic Origin
January 1, 1975

MEDIAN AGE
ETHNIC All Employed’
ORIGIN Nursss Nurses
IN YEARS
Total 41,8 2
White 427 400
Maxican-American 367 349
Black 39.2 B6
American Indian 40.3 388
Japanese 40.4 401
Chinese 373 382
Filipine 333 332
O1ther 343 33.8
Unknown 667 424

1 Includes nuraes tamporarily unemployed lass than six

months

Beyond the fact that the White nurse is the oldest nurse, it is
difficult to interpret these data. Other sources reveal that the
three minority groups--Mexican-Americans, Blacks, and American
Indians--have entered nursing to a noticeable degree only in recent
years; yet, the median ages of two of these groups are not much
below that of Whites. Mexican-American nurses are definmitely
younger than most other nurses, indicating the recency of their
training. Perhaps Blacks and American Indians have been educated
equally recently, but were brought into the programs at an older
age. These data on age and ethnicity of minority nurses, when bet-

ter understood, may have relevance for future efforts in affirmative
action.

Sources of the Nursing Work Force

California does not educate enough nurses to meet its needs, and is
still dependent upon other states and countries for most of its
newly licensed nurses. Table N-30 indicates where these new licen-
sees were originally trained.
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TABLE N-30

Source of New Registered Nurse Licensees:
Selected Years, 1960-1977

' California -

Graduaces Qther $tates and Countries
Foreign
Parcent Countries Perceat
Hew of new Ochar and of New

Year Licensees | No. Licenseas! States Canada Toral Licansees
1960 6195 1189 19 4551 655 5206 81
1962 6641 1219 19 4420 982 5402 81
1964 7265 1441 20 4384 1240 5824 a0
1967 7513 2197 29 3270 2046 5316 71
1969 8618 2586 30 5101 931 6032 70
1970 8423 2988 35 5004 431 5435 65
1971 §132 3265 40 4215 632 4867 &0
1972 913L 3640 40 4019 1452 5491 60
1973 9115 3902 43 4096 1117 5213 57
1974 11,522 2897 25 6290 23315 8625 75
1875 12,021 4414 23 5691 1916 7607 75
1976 12,484 3499 23 €913 2067 8985 72
1977 12,602 3619 29 6991 1990 39831 71

Scurce: John Wong Raport, updacted by Board of Ragistered Nursiag.

It is apparent from Table N-30 that until 1974 the State made steady
progress in meeting a larger share of its need for nurses through
its own graduates. At that time, smaller output from California
programs and an abnormally high number of out-of-state nurses com-
bined to reverse the trend of the 1960s and the early 1970s. 3Begin-
ning with 1976, the percentage of California graduates among newly
licensed nurses again seems to be rising.

The current composition of California's work force, by the location
where basic nursing education was received, appears in Table N-31,
both for the total number of licensees and for the number living in
California.

It is clear that only 37.7 percent of the total licensees in nursing
and 40.6 percent of those living in the State were trained in Cali-
fornia. Of nurses from other states, the greatest number have come
from the Middle Atlantic and North Central states. The largest group
of foreign~-trained nurses has come from the Philippines.
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REGION OF EDUCATION

Total

Califormia
Al other states
and territories?

New England
Middie Atlantic
East North Central
West North Central
South Atlantic

East South Cantral

Waest South Centrat
Mountain

Pacifies

Territories and possessions

Qutside LS

Canada

Latin America
Urited Kingdomn
Europe

Africa

Korea
Philippines
Thailand
Rest of Asia
Oceania

All Cthers

G N =

Ag determmed by the Board.
U.S. Burasu of Cansus regions,
Exciydes Catiforna,

Lam than 0.05 percant.

TABLE N-31

Nurses Currently Licensed 1n California, and Living in California,
By Region Where Basic Education Was Received!

January 1,

Total
Number
Licensed

164,000
" 81,903
83,452

6,570
17,020
19,545
16,420

5,897

2,335
3,984
6,369
5,198

113

18,645

5.047
1,087
2,093
1410

77

560
6,832
480
755
237

97
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1975

-

lPercentage

100.0
37.7
50.9

4.0
10.4
11.8
10.0

3.6

L

Total
Number in
Califorma

131,841
63,591
64,147

5,007
12,982
15,043
13,158

4,458

1.781
3.011
4,798
3,829

80

14,103

3,973
gn
1,725
1,166
62

481
4,658
282
610
11

24

Percentage

100.9
40.6
48.7

38
o.8
114
10.0
314

1.4
2.3
3.6
29
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Because the supply of nurses in California wvariles considerably from
region to region, it is useful to know something of the composition
of the nursing work force in each part of the State. For purposes

of this discussion the Commission has used the Health Services Areas
of the State, established pursuant to Public Law 93-641. These
Health Service Areas, fourteen in number, are shown on the map below.

HLALTH SERVICT AREAS
IN
CALIFORNIA

The nursing work force of each of these areas, by region of educa-
tion, is shown in Table N-32.

There are considerable differences between regions of the State in
the number of working nurses who have been educated in California.
Region 1, northern California, has more than twice as many Cala-
fornia-trained nurses, as a percentage of the total work force of
the region, as does Region 14, which covers San Diego and Imperial
Counties. Almost 10 percent of the nursing work force in Region 9,
the southern San Joaquin Valley, was trained in Asian countries.
Almost one in five nurses in Regiom 11, Los Angeles County, has been
trained abroad, and the percentage for Region 4, the San Francisco
area, is not far behind. Table N-32 clearly shows that nurses have
been quite mobile in terms of in-migratiom.

-110-



W e~ N

N MND

=2}

59
a1
A A
86

EZ
g1
£z
9z
S1

8¢
1L
91
Zi

95

snoauejassiy | spuejsy

audiiyd
‘puejiey )
‘ealn)

O owr ~ — 09 =

o)W~ 0~

adosng | wopbury | emsewy | epeue

Lz

i
€1
£l
vE

51

panun

N M = w D 0 - 10O W

- NEoe

uney

$ N 3aIs1LNO

-

v
veE
4
SE

ov
91
v
Ly
SZ

8z
9€
81
81
iz

LE

Zil
LL
69
881

zol
{s
i
L6
0g

L6
61
L5
By
lE

9¢ci

1950} O} BPP JOU AR Pull Ajbudpuadepul PAPWADY 658 S uakidg

PN B SR JO KA Pale)d 04 HELM JOADNS SHELUMNIEND Gy Wi DELIO0e) 18 JUMUAGHILD JO TS
LIPS L6 M) JHGAY) 8) JLERLMD Dayinae L 68 0 Suiias S0IE DAPAISE 1 jBaH 0N

- — e = 0

— D -

- g

1N3DH3d

s N
apsing
110

5810}
-iaa

69 ool S8 vl
59 69 £ SZ Vit
(2 96 a0z fLi
1S v9 G 6l 6El
£ a9 v EC 191
£9 Z9 g9l 98
99 z9 reL w2l
S8 VL £l gEL
¥9 av 691 (3
vt Le 581 Lzl
09 89 621 191
£9 69 r ol Lt
Le 69 o0z Z1i
ve 59 061 69
t9 oL 661 9¢l
1sapy | yinog § jenuan | 1seq
yuop | yuon || so 1say
S34VIS aaliNn

SYIIOW XIS uBy) 558f 10} PAAQJUIILN AR IOWdI AL 33510 S3PNAU)

8 69
998
oGy
S vy

LES
b LE
LEY
{08
ESE

L S
8 9¢F
B OF
6SP
6 5€

0Ly

50N

suosiad GZ uey) 53] 10} pAIRENIE JOU Juadiag

062
LSt
L vy
8 9t

1 9E
699
| 6¢
L 6E
88s

| S¢
£SE
0 vs
A
019

vov

ned

luatiad G0 Q UEE B

q z
888 10001 0S89
£26 |000L 9829
LE6 '00DL SS6'V
£18 0001 88Z'iE
868 000L 2S0°C
£Ep6 0001 £S5'€
t26 000t b1
t06 0001 E0S'9
Lv6 000t 69V°C
Z0O6 000} Z96°L
LZ8B 000f E€ZEOL
8v6, 0001 Zy9'Z
L G6 ) 0001 (BE'V
696] 0001 ZS6°L
v(BYOO0OL ELEVE

H3IAWNN
w _J .w_r_.r.._.._z
(LT

V101

G/61 ‘L Aaenuep - juswAo|dug JO eddy 3ILAUDS Y3 |e3H puy
uoLzeonp3 Jo uolbay Ag sasany | paAodug

¢E-N J18vi

UMOURUN

p| uobay
€1 uoibay
Z | uoibay
| | voibay

01 uoifisy
uoibay
uoibay
uoifiay
uoibiay

e~

umbay
uoibay
ucibay
uoibiay
uoibay

- N M oD

|€10 ‘BILIOH|ED

VIiHv
3DiAHIS
H11V3H

-111~



The question of mobility has serious implications for the educa-

tional planner concerned with the training of nurses. If nurses are
highly mobile, it may not be necessary to educate them at as many loca-
tions as if they were not moblile., Table N-33 shows the percentage

of nurses who are graduates of the three basic types of nursing pro-
grams and who remain in the same Health Service Area (HSA) in which
they were trained.

TABLE N-33

Percent of Employed! Nurses Educated in California
Who are Working in the Same Health Service Area Where Educated,
By Basic Nursing Education and Health Service Area of Education
January 1, 1975

BASIC NURSING EDUCATION
HEALTH SERVICE Hospitel
AREA OF SCHOOL Associate | School | Baccalaursate
OF NURSING TOTAL Degree | Dipioma Dagres

PERCENT OF GRADUATES?

Tomwl 40 2 677 408 B0
Region 1 298 688 30 170
Ragion 2 620 729 63 2 574
Region 3 33 361 274 -
Regcn 4 kLR 678 28.8 258
Region 5 426 681 35.1 (82 B)
Region 6 687 693 M5 -
Regon 7 425 64 7 19 293
Region 8 6456 675 a -
Region 8 606 76.6 422 B30
Region 10 505 66 7 31.1 -
Region 11 612 730 52.9 56.8
Megion 12 474 594 40.0 28.3
Regon 13 588 635 26,2 -
Region 14 456 779 327 49.6

1 Includes nurses temporarily unemployed lass than six months
2 Employed in Cahformia

8 Parcent not calculated for less than 25 graduates

Now. Place of amployment as reported on questionnaire, except
when not statad, place of residence s used.

Health service area regions as estallwhad pursuent %
Public Law 93-841

Percents in parentheses are based on J5—49 gradustes

The ability of a region to retain its own graduates ranges from a
high of 64.5 percent in Region 8, the northern San Joaquin Valley,
to a low of 29.8 percent in Region 1, northern California, In all
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regions of the State, employed associate degree nurses tend to stay
in the area in which they took their baslc nursing education consid-
erably more than do diploma and baccalaureate nurses. The percent-
ape of associate degree nurses who do so is generally 60 percent or
higher. The conspicuous exception is Region 3, Sonoma, Solanc, and
Napa Counties, where, perhaps because of their proximity to the Bay
Area, locally-educated nurses tend to leave more than stay.

All of the elements discussed in this profile have relevance for
the statewide educational planner. 1It is clear that the choice of
who is selected to enter nursing educatipn, what kind of education
is offered, and the location of the education are important factors
which influence the work patterns ot nurses, and ultimately deter-
mine the effectiveness of public policies concerning nursing man-
power. As will be evident shortly, it may soon be necessary to
exercise these choices in order to achieve a more efficient use of
nursing manpower.

SPECIAL CONSIDERATIONS
Avairlability of Data

Any analysis of nursing education 1s limited by the data available.
As previously noted, the standard educational data systems such as

HEGIS do not report adequately on all aspects of nursing educationm.
Furthermore, neither licensure boards nor professional assoclatiomns
fill this information void, as do the professional associations in

medicine. The three-tiered educational system in nursing (four, if
L.V.N. programs are counted) further complicates the identification
and analysis of professional education within the discipline.

Attrition

But amother problem overshadows the difficulties which are encoun-
tered in defining and deseribing nursing education. That problem is
attrition--the number of people who leave the field of nursing dur-
ing and after their education, and throughout their prefessional
careers. None of the other health science disciplines experiences
anything like the attrition which characterizes nursing.

Scme initial attrition occurs in the nursing educatiom programs, as
it does in any kind of educational program, as students decide they
have chosen the wrong major. By comparing the number of students
entering nursing, and the number graduating (from two to four years
later), one can get some measure of the attrition that exists.
Table N=34 reports these comparisons for two-year programs.
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TABLE N-34

Attrition in Associate Degree Nursing Programs

STATE OF CALIFORNIA UNITED STATES
Number Number

Year Number Graduated Percent Mot Number Graduatad Percent Not
Adwitted Admitted 2 Yearsg Later Graduating Admitted 2 Years Later Graduating

1969 2,818 1,919 31 9% 25,142 14,534 42.28

1970 3,123 2,471 20 9 29,433 18,926 33.7

1571 3,502 2,557 27 0 36,454 24,497 32.8

1972 3,804 2,395 23.9 63,733 28,919 339

1973 3,969 3,087 22 2 47,940 32,183 32.9

1974 4,113 3,317 19.4 49,368 34,625 29.9

1975 4,286 3,545 17.3 52,232 36,289 30 6

1976 4,429 (3,482)% (21 4} 53,610 - -

*This figure {2 an update from the State Board of Registered Nursing.

_Bource: Modified from Tsbles 20 and 24, VLN Nuraime Degg Book, 1978,
It is difficult to determine if this rate of attrition is excessive
for a two-year program. Viewed with respect to the competitive
admissions situation which exists in nursing programs, the high cost
of these programs, and the low attrition in other health science
fields, it may seem high; viewed with respect to attrition in two-
year education programs in other fields it may not be out of line.

Attrition in four-year programs is harder to interpret. Table N-35

displays data on the number of admissions into B.5. programs, and
the number of graduates four years later.

TABLE N-35

Attrition 1n B.S. Degree Nursing Programs

STATE OF CALIFORNIA INMITED STATES
Number Number

Tear Shumb er Graduated Parcent Not Number Graduatad Parcent Het
Admiteed Admitted 4 Years Later Graduating Admirted 4 Years Later Graduating

1969 1,350 931 31.0% 18,942 13,055 3L 1%

1970 1,554 1,136 26.9 20,299 16,957 16 5

1971 1,883 1,339 28 9 27,228 20,170 25 9

1972 1,557 1,243 20.2 30,348 22,579 25.6

1973 1,361 1,286 5.6 32,461 23,452 27 8

1974 1,334 1,404% {8.5) 34,956 - -

1975 1,648 - - 316,320 - -

1976 1,735 - - 36,670 -

*Thia figure 1s an update from the State Board of Registered Nursing.

Source: Modifled from Tables 19 and 27, NLN Nureiga Beta Book, 1978.
_____.—-—-—-""' T o . : - - ) Tt T -
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attrition. These changes, as reported by the Bureau of Labor Sta-
tistics, included women entering the labotr force in much larger
numbers, staying longer and "stopping out" less frequently and for
shorter periods of time. Attrition apparently has not been reduced
in the face of these changes; during the past dozen years, the per-
centage of nurses currently registered but inactive has been between
30 and 35 percent of the total licensed.

With increasing frequency today the cause of attrition among working
nurses 1s being identified as a deep dissatisfaction with the day-
to-day doutine of a nurse. This dissatisfaction 1s epitomized in
both the title and the text of Marlene Kramer's book, Reality Shock,
Why Nurses Leave Nursing. Conversations with nursing educators con-
firm there 1s wide agreement about the existence of considerable job
dissatisfaction among nurses, and that this factor contributes sig-
nificantly to the continuing high attrition.

Thus, attrition remains a serious problem in California, offsetting
the effects of continuing in-migration of nurses and the rapid ex-
pansion of nursing programs. Because only a limited number of

people get to enter nursing programs, and because these programs

tend to be fairly expensive, the State must be concerned about the
relative imbalance between the number of nurses educated and the num-
ber working. The Commission believes, however, that the nursing
profession must eventually resolve internally the problem of attri-
tion, rather than await governmental solutions. However, it is

clear that higher education institutions have a major responsibility
to improve both the admissions process and the educational programs
for nurses to insure that the student who completes the educatiom.

1s psychologically, as well as intellectually, prepared for the daily
work of a nurse, ’

In recent months the problem of nursing attrition has been exacer-
bated by the passage of Proposition 13. Public hospitals have been
unable to give ralses to their nurses; quite understandably, nurses
are relocating to private hospitals which are not subject to the
legislation, or are choosing not to work regularly. Even before
Proposition 13 was passed, a problem had developed around the use
of nursing registries, which are essentially employment agencies.
Hospitals which were short of nurses turned to registries for tem-
porary help. The registry charged the hospital some 20-25 percent
more than the hospital would have paid a salaried nurse for the
same shift, adding considerably to operating costs. The incentive
for the registry was clear: profit. The incentive for the nurse
could be either the higher pay, 1f the arrangement with the registry
actually meant more take~home pay for the nurse, or, more likely,
the opportunity to work intermittently and under conditions of his
or her choice, something the nurse could not have as a salaried
employee.
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There is no shortage of nurses in California, but there is definitely
a shortage of those who are willing to work under present conditions,
the drawbacks of which are generally not perceived as just economic.
This problem requires the attention of all concerned groups: the
nursing profession, the licensure boards, the employers (e.g., the
California Hospital Association), the Department of Health, the

postsecondary education establishment, the medical professiemn, con—
gsumer groups, and State government in general.

It 1s appropriate to conclude this discussion by quoting from Jerome
Lysaught's definitive study for the National Commission for the Study
of Nursing and Nursing Education:

Yet nurging has been and 1s a troubled occupation. It is
an occupation that fails in every characteristic to achieve
the status of a full profession . . .. It is an occupation
that has never controlled its own destiny . . .. It is an
occupation fraught with paradox and promise . . . the step-
child of the health professions.

FINDINGS

1. Nursing education programs in California have adequate capacity
to meet the needs of the State for new nursing graduates, 1f
the continued in-migration of nurses continues at current levels,
which provides more than two-thirds of the newly licensed nurses.

2. Nursing is a sinpularly divided health profession, with funda-
mental ideological differences existing within the profession
as to the nature of nursing practice and nursing education.

The strong resistance in California to moving toward a single
educational standard in nursing makes these differences partic-
ularly apparent, but nursing educators insist that progress is
being made toward the resolution of these differences.

3. Some attrition exists in nursing education programs and i1mmedi-
ately following graduatiom; high attrition exists within the
nursing profession. However, the attrition among working nurses
varies considerably among groups, with some staying in nursing
longer than others, probably because they camnot afford the
luxury of dropping out. The groups that persist include certain
ethnic minorities, and those who are primary breadwinners such
as men and unmarried women.

4, Assoclate degree nurses are considerably less mobile than other
nurses, and tend to stay in California and in the region of the

State in which they were trained.

5. Admissions, curriculum, and articulation in nursing education
have all been subject to considerable legislative intervention.
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The primary curricular problem 1s that clinical experiences are
often not designed to teach specific skills and behavior, becoming
instead just unstructured observation. It is also quite possible
that clinical training occurs too late in the total educational pro-
gram; some students may need the experience much earlier i1n their
education to determine 1f they really want to do the tasks that
nursing demands. There 1s also the craticism that clinical train-
ing "teaches the license examination,' rather than providing the
broad experiences the future nurse needs.

Perhaps the key attitudinal problem 1s that the image of nursing as
a secure profession attracts many undedicated students who resent
the realistic hospital setting and the real practice of nursing.
Other problems include conflicting demands on the time of hospital
personnel between helping student nurses and caring for patients;
and the excessive attention in the hospital to the physician/patient
relationship rather than to the nurse/patient relationship, due to
the scheduling of training during "prime time."

In addition to these operational problems, a number of fundamental
questions must be considered in establishing clinical training pro-
grams for nurses. The Wong Report discusses several such questioms,
including the legal responsibilities under contracts establishing
clinical relationships (delineation of such responsibilities as
liability, workmen's compensation, et al.); staffing; governance
and control; etc. Inasmuch as working out all these contractual
relationships can be a difficult task, agreements for additional
clinical training in nursing cannot be expected to develop readily.

RECOMMENDATIONS

1. The Postsecondary Educaticon Commission, together with the Divi-
sion of Health Professions Development in the Office of State-
wide Health Planning and Development, should jointly establish
a task force to make a differentiated assessment of statewide
nursing-care needs and manpower resources. This group should be
made up of nursing educators, health planners, hospital spokes—
persons, legislative staff, representatives of licensure boards
and professional associations, working nurses, et al. The task
force should explore ways of determining the supply of and demand
for nurses, including specialists; resolve problems in the edu-
cation, employment, and retention of the proper number and types
of nurses; and assist various agencies and organizations to work
together toward fuller ut:lization of nursing manpower rescurces.

2. 1In order to achieve better coordination and articulation, the two
boards now licensing nurses—-—the Board of Registered Nursing and
the Board of Vocational Nurse and Psychiatric Technician Exam-
iners——should be combined into a single board with responsibil-
ities for all licensure of patient-care personnel.
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these auxiliaries. But it has moved slowly in establishing the
categories of extended-function auxiliaries, in which no one, as
yet, has been licensed. The Legislature has expressed impatience
with the Board for its unwillingness to implement these two new
auxiliaries within the prescribed time. Also, the staff of the
Health Career Ladders Project study of dental careers has criticized
the Board for not placing the proper emphasis on multiple routes to
licensure in the various categories which were mandated by the
Legislature. The Board has responded that until the effect of an
expanded role for existing dental auxiliaries has been determined,
it 1s unwise to create additional auxiliaries.Z

The Office of Statewide Health Planning, through its experimental
health manpower programs authorized under AB 1503, has recommended
further experimentation with expanded-role dental auxiliaries, par-
ticularly with the dental nurse concept from New Zealand. However,
since the Board is still unwilling to implement less extensive
broadening of the roles of existing paraprofessionals, 1t 1s unlikely
that any training program would be established in the near future

for a dental paraprofessional with a much broader scope of practice.

EDUCATIONAL OPPORTUNITY

Dentistry remains a popular, and thus competitive, career choice
for Californians. For example, in 1975 the School of Dentistry at
the Unaversity of California, Los Angeles, admitted 106 of 1,996
applicants, or 5.3 percent. The School of Dentistry at the San
Francisco campus admitted 88 of 1,198 applicants, or 7.3 percent.
Two years later, the Los Angeles campus admitted 5.8 percent of its
applicants and the San Francisco campus, 11.0 percent. Undoubtedly,
duplicate applications were submitted, therefore a somewhat higher
percentage of applicants was probably admitted.

No comparable data are available for the three private dental schools.
However, the John Wong Report contains some general data on the total
number of applications and admissions to the five dental schools in
California. In 1974, these schools received a total of 10,433 appli-
cations—-presumably including duplication. WNo figure is given for

the number of first-year spaces available in the five schools for
1974, but in 1975 there were 544 such spaces.

In 1974, according to the Wong Report, Californians submitted 16,259
individual applications to dental schools in the United States,

2. In December 1978, the Board of Dental Examiners instructed its
Committee on Dental Auxiliaries to provide to the Board within
two months a preliminary report on the implementaticn of the
extended-function category for dental auxiliaries and, by June
of 1979, a final plan for extended functions.
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including California. These applications came from 1,977 people,

for an average of 8.2 applications per Californian. Of that pumber,
565 Californians were admitted: 180 to the University of California,
254 to the three private dental schools, and 131 to cut-cf-state
schools. The acceptance ratio for these California applicants was
28.6 percent, compared to 30.3 percent for Californians who sought
admission to medical school in 1976. This ratio suggests serious
problems of educational opportunity in dental education.

In other respects, however, opportunities for dental educatiom 1n
California seem relatively good. The Wong Report mnotes that no other
state has as many dental schools as California, or as many first-year
places in dental school. 1Imn 1975, California schools accounted for
9.4 percent of the first-year places in demtal schools nationally,
compared to 6.4 percent of the nation's first-year seats in medical
schools, and Californiamns occupied 10 percent of those first-year
places.

Furthermore, unlike physicilans, dentists in California have been
educated largely within the State. A 1975 study revealed that 62
percent of the active non-federal dentists in California had been
trained here, and that trend continues. Thus, in—migration of
trained professionals from other states does not pose the same
threat to educational opportunity for Californians to enter dental
school as it does for those hoping to attend medical school. Never-
theless, a highly competitive situation exists.

A comparison of the number of Californians admitted to medical school
and dental school provides further imsight into this problem. For
medical schools, 1975 admissions are used; for dental schools, only
1974 admission figures are available. Nevertheless, the comparisons
should still be valid.

Number of
Californians Numher of
Admitted to Californians
Total Humber of Number of Private Admitted to
Californians Californians California Out-of=-State
Admitted, U S., Admitted to UC, Schools, and Schools, and
and Percentage and Percentage Percentage Percentage
Medical Schools 1,203 510 232 461
100% 42,42 19 3% 38.3%
Dental Schools 365 180 254 131
31.92 44 .07 23.2%

100X

One might be tempted to conclude that the relatively low percentage

of Californians admitted to dental school (28.6%) is because of the
absence of sufficient seats 1n the University of California's two pro-
grams. However, the table shows that the University and the private
dental schools together account for 76.8 percent of the California

-128-



residents admitted nationally, while in medical education the State's
public and private schools account for only 61.7 percent of the total.

One might also begin to suspect that Californians do not aggressively
pursue admission to out-of-state dental schools to the same degree

as to out-of-state medical schools, and that this facter contributes
to the apparently limited overall opportunity for dental education.
Indeed, one would have to conclude that opportunity for Californians
to be admitted to the State's dental schools was greater than the
opportunity for Californmians to enter medical school in this State,
or for Californmians to enter dental schools nationally.

SPECIAL CONSIDERATIONS

Perhaps the most significant factor in determining the adequacy of
dental education programs is the difference, previously noted, be-
tween demand for dental service (which seems reasonably in balance
with supply) and the need for dental service (which is large and
only partially met at present). The implications of this situation
for the planner are not clear.

Many people do not receive proper dental care for economic, as well
as psychological, reasons. Therefore, it might be wise public policy
to look to increased use of dental auxiliaries in underserved areas
as a cost-effective means of providing greater amounts of dental
care, and perhaps even as a psychologically less formidable group of
health professiomals than dentists. The dental auxiliary in school,
industrial, or neighborhood settings might provide an excellent
delivery system for much routine dental care, particularly of a pre-
ventive nature, including the provision of psychological support to
patients who needed additional treatment from a dentist.

In any event, the i1ssue of demand vs. need in dental care warrants
further consideration by health planners.

FINDINGS

® California's dental education programs appear adequate to meet
the needs for dental manpower as identified in the Health
Manpower Plan.

® The development of expanded roles for dental auxiliaries, and
related training programs, would be enhanced 1f the State were
to clarify and codify the scope of practice of extended-function
dental auxiliaries.
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UTILIZATION OF CLINICAL SITES

Dental schools utilize clinical training extensively throughout

the entire professional curriculum. From an administrative point
of view 1t is more convenient and less expensive to establish den-
tal clinics close to the dental schools they serve. Since four of
the five dental schools in California are in urban settings, this
arrangement generally provides an adequate clinical population for
the dental school, and it also provides a source of low-cost dental
care for disadvantaged residents of the urban community.

It is also possible to establish dental preceptorships and clinical
training in rural settings. While more difficult to initiate than
urban clinies, such arrangements have been made successfully by
several dental schools in California.

RECOMMENDATIONS

l. The State should clarify and codify the scope of practice of
extended—-function dental auxiliary personnel, and should pro-
vide educational programs to prepare Californians for these
paraprofessional fields.

2. Greater use should be made of expanded role dental auxiliary
personnel, particularly in meeting dental needs in underserved
areas.

3. Additional minority students should be recruited for careers
as dental auxiliary personnel as a means of facilitating com-
munity screening and peer counseling which will provide assis-
tance and support to people in underserved areas who need
further dental care.
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CHAPTER 1V
PHARMACEUTICAL EDUCATION

Professional education in pharmacy is provided in California by
three institutions: the University of California, San Francisco;
the University of Southern California; and the University of the
Pacific. Each of these institutions has a program leading to the
degree, Pharm. D. 1In addition, the University of the Pacific also
has a B.S. program in pharmacy. -

Licensure as a pharmacist in California requires graduation from

an approved four-year program, and serving a one-year internship.
The Pharm. D. programs are four-year programs, but have prerequi-
sites of two years of pre-pharmacy for a total of six years of
higher education. The B.S. program at the University of the Pacific
has a pre-pharmacy requirement of at least one year. The one-year
pre-pharmacy requirement is imposed by the American Council on
Pharmaceutical Education, the accrediting body for the profession,
whose accreditations are used by the State Board of Pharmacy in
determining the eligibility of graduates for licensure.

The Health Manpower Plan makes no formal finding concerning man-
power needs in pharmacy. It does suggest, however, that supply and
demand are reasonably balanced, with the only possible shortage of
pharmacists occurring if a national health insurance plan heavily
involving pharmacists were to be established. (The Health Manpower
Plan acknowledges, however, that the procedures for estimating
supply and demand are less well developed in pharmacy than in any
other health science field.) The Plan also notes the widespread
distribution of California's approximately 12,000 pharmacists, and
the fact that most of them utilize only a small portion of their
potential capability and knowledge in their everyday work, repre-
senting a waste of trained manpower. The Plan makes two recommen-—
dations concerning pharmacy:

(1) The professional role of pharmacists in the delivery
of primary health care should be expanded to make
maximum use of the scope and nature of professional
pharmacy education.

(2) The State should encourage and support further ex-
perimentation with training of pharmacy technicians
for functions as expanded role pharmacy auxiliaries
and the training and utilization of such personnel
should be evaluated for quality of care, public
acceptability and cost/benefits.

One important factor is apparent in studying pharmacy; it is a
field in transition. In the past, pharmacy has had a commercial
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orientation; the pharmacist was partly a health professional and
partly a retajler. The emphasis is now shifting toward the pharma-
cist as a full-fledged member of the health team with expertise in
the use and effects of medication unmatched by that of any other
health professional. The American Pharmaceutical Association has
indicated that the six-year Pharm. D. degree, with 1ts orientation
toward patients rather than products should be the standard prepa-
ration for this new breed of pharmacist.

However, the very mature of pharmacy may require that itg practi-
tioners continue to be oriented toward marketing. Unlike physicians'
offices, the location of pharmacies remains a function of consumer
convenience.l Three quarters of the pharmacists in California still
work In chain or independent drug stores. In the smaller of these
establishments, the familiar corner drug store, the pharmacist,
whether the owmer or an employee, frequently assists customers in
purchasing proprietary drugs as well as various sundries——and in

an earlier era filled in behind the soda fountain when necessary.

In a 1973 survey in California, quoted in the John Wong Report, 71
percent of active pharmacists reported spending some of their time
in selling non-prescription.drugs and 33 percent reported spending
time iIn selling nonhealth items.

Under these circumstances, the Department of Health's concern may
be valid--that registered pharmacists, particularly those trained
in the broader programs of recent years, often do not function at
the full level of their capab:l_lltles.2 However, it also may be
true that the public expectation for pharmacy includes continued,
and perhaps even greater, attention to aggressive marketing of
drugs—e.g., generic prescriptions and discount drugs. If this is
the case, making the pharmacist more of a professional consultant
on medication, and thus less concerned with the cost to the cus-
tomer, might be viewed by the public as a move in the wrong direc-
tion.3 Thus, pharmacy education may have to continue to provide a

1. Even though commercial in its orientation, retail pharmacy is
not a bastion of rugged free enterprise. It tends to be highly
regulated because of its central role in the distribution of
potentially dangerous substances.

2. Pharmacists are widely distributed and are, in some small towns
as well as inner-city neighborhoods, the only health profes-
sional immediately available to many people. This might sug-
gest that they also have additional potential for delivery of
health care.

3. In the legal action to be discussed later in this chapter, the
American Association of Retired Persons, testified in support
of the chain drug stores who argued that proposed regulations
calling for more consultation with customers would increase the
costs of drugs,
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graduate who can operate comfortably in two different worlds: pro-
fessional health care and retailing.

It is clear that unique and interesting issues exist in pharmacy
education. This chapter of the Health Sciences Education Plan will
attempt to sort them out.

ADEQUACY OF THE EDUCATIONAL PROGRAM

In looking at various measures of the size of the educational pro-
grams In pharmacy, it is quickly apparent that the data are less
complete than for other health fields. Thils situation reflects the
fact that pharmacy has not been in the limelight as a subject of
review by educators or State educational planners, and also the
fact that the Higher Education General Information Survey (HEGIS)
does not provide the same detailed data on pharmacy as it does for
medicine and dentistry.

Qutput of Pharmacy Schools

Table P-1 displays the number of graduates of the four pharmacy
programs in California since 1966.

TABLE P-1

Degrees Conferred by California Schools

School/Program 1966 1967 1968 1969 1970 1971 1972 1973 1974 1875 1976 1977 1978

UCSF, Pharm. D. 80 62 79 71 81 86 83 78 84 84 61 9l a5
usC, Pharm. D, 9¢% 93 122 82 96 114 99 113 131 121 126 142 14D

UOP, Pharm. D. 3 3 2 1 22 0 36 91 130 152 185 137 133
UQF, B.S. 42 39 62 36 78 71 60 127 62 45 45 61 46
Total 224 217 265 210 277 0L 276 409 407 402 397 431 407

Source: Jal_qi Wons Beport, supplemented by HEGIS.

The number of pharmacy graduates has almost doubled since 1966,
with most of the growth occurring in the Pharm. D. programs of the
two independent institutions. While the total output of the four-
year programs in Cal:ifornia shows upward trend overall, there is
considerable variation from year to year, more so than in other
health science education programs.
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Enrollment 1n Pharmacy Programs
Table P-2 displays fall enrollments in the four California pharmacy

programs. These data obviously are incomplete for the independent
institutions.

TABLE P-2

Enrollments in Professional Pharmacy Programs

Institution/

Program 1971-72 1972-73 1973=-74 1974-75 1975-76 1926-77 1977-78 1578-79

UCSF, Pharm. D 353 362 378 386 399 417 450 443

USC, Pharm, D - - - 532 573 - 603 609

UOP, Pharm. D - - - - - - 440 NA

UOR, B.S - - - - - - 151 _NaA
Total 353 362 378 918 372 417 1,644 HA

Source: TUC Statietical Abstract, HEGIS, Institutioos.

The Office of Health Affairs of the University of California re-
ports that enrollments in pharmacy for the fall term are projected
to reach 457 students in 1979, 468 in 1980, and remain at 468 in
1981. Similar projections are not available for the other pharmacy
programs.

AUXILIARY PERSONNEL

Auxiliary personnel exist in the fleld of pharmacy in the form of
pharmacy technicians. However, the status of such personnel is
not defined legally and there are few training programs for them.
To a large degree, future use of such personnel will depend upon
how the professional pharmacist 1s utilized.

California, as previocusly noted, is unique in training pharmacists
largely through the Pharm. D. degree program, even though State
licensing laws have not been modified to provide for an expanded
role for such graduates beyond that of the baccalaureate program.
The Health Manpower Plan and other studies have suggested that this
approach results in turning out a large number of underutilized——or,
more negatively expressed, overeducated--pharmacists. There is
widespread feeling that such well-educated pharmacists should be
given an expanded role in health care, commensurate with the level
of their professional training. However, there is little agreement
about what that role should be.

One setting generally acknowledged to be appropriate for expanded-
role pharmacists 15 the hospital, where pharmacists have become
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as good as they might be for students 1n a state which has 10 per-
cent of the national population. For example,

8 Of the seventy-two schools of pharmacy in the United States,
only three are located 1n California;

® Only 5.8 percent of the pharmacy degrees awarded in the United
States were awarded by California institutions;>

® California ranked thirty-ninth nationally in the ratio of
pharmacy students to population;

® California ranked twenty-eighth nationally in the ratio of
pharmacists to population; and

® More than half the pharmacists in California (54%) were trained
out-of-state. (No reciprocity agreements with other states
exist, so all out-of-state pharmacists practicing in California
have passed the State examinatiom.)

On the plus side, however, California seems to be trying to provide
educational opportunity in pharmacy for its citizens. For example,

¢ Virtually all students in the State’'s three pharmacy schools
are Californians;

¢ About 94 percent of the Californians enrolled in pharmacy
schools nationally attend one of these three schools; and

® Recent entering classes in pharmacy are much more heterogenecus
by sex and ethnicity than 1s the existing population of prac-
ticing pharmacists in the State,

Characteristics of Pharmacy Perscnnel

1975-76 1973 Survey of
Entering Class Working Pharmacists
Caucasian 58.17% 82.0%
Asian 22.2 12.7
Chicano 5.7 1.7
Black 4.2 1.9
Other 9.8 1.7
100.0% 100.0%
Male 62.4% 88.0%
Female 37.6 12.0

5. Nationally, at the time of the John Wong Report, California's share
of the B.S. degrees awarded in phatmacy was less than 1 percent, but
its share of the Pharm. D. degrees awarded was over 99 percent!

In 1978, California institutions still awarded more than 98 percent
of the Pharm, D. degrees awarded as first-professional degrees.
However, there were a growing number of Pharm. D. degrees awarded
as other than first-professional degrees--a number equal to
slightly more than_half the total of the California first-profes-
—— sional degrees. ’ ) -
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No career ladders exist in pharmacy, and no attention 1s given in
statute or in regulation to experience as an alternative to any of
the educational requirements for licensure. Provision exists for
the evaluation of foreign-trained pharmacists seeking licensure.
If the applicant has "sufficient and equivalent education in phar-
macy," as certified by the Board, the Board of Pharmacy permits
the applicant tc take the license examination. A rather unusual
procedure 1s used to assess the adequacy and equivalency of the
foreign applicant's education. A private organization, the Cre-
dentials Evaluation Service of Los Angeles, evaluates the appli-
cant's transcript, and its recommendations become the basis for
the Board's determinations of eligibility for the examination.
There is also a special .educational program at the University of
California, San Francisco, to assist foreign-trained pharmacists
to meet the requirements of the California license examination.

SPECTAIL CONSIDERATIONS

Quite possibly the public and the profession have different per-
ceptions of what role pharmacy should play im health care. 1In
medicine and dentistry, there is a single perception, which is dic-
tated by the profession; consumers have little or no choice but to
accept the profession's practices and policies, inéluding pricing,
whether they agree with them or mot. But in pharmacy the public

in recent years has come to exXpect certain consumer rights, such

as competitive pricing, which may be unpopular within the profes-
sion. Indeed, having a prescription for a generic drug filled at

a discount drug store may be perceived by the consumer as the only
way he or she can exercise any contrel today over the costs of .
health care.

In the past, the scope and direction of health care delivery have
been determined primarily by the health professions themselves.

In recent years, however, such practices have been increasingly
questioned, as consumer advocates have asserted thelr legitimate
interest in the formation of public policy in health care. Perhaps
in this and other plans concerning the training and utilization of
health professionals, planners and public policy makers should give
greater attention to the expressed interests and concerns of the
consumer .

It is also possible that within the profession there are differ-
ences of opinion about the role of the retail pharmacist. While

the Calafornia Pharmacists Assoclation has expressed its Interest

in an expanded role for pharmacists, without being specific about
what it might be, 1t 1s difficult to know whether this point of

view reflects strong consensus within the profession. The State
Board of Pharmacy has decided to move ahead more specifically on one
aspect of an expanded rcdle for pharmacists, but has been thwarted by
a chain drug store corporation. 7

The Board, over the veto of the Director of Consumer Affairs, adopted
new regulations in September 1978 that established new requirements
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for pharmacists in order to provide greater assistance to consumers.
One requirement was to "orally explain to the patient or the pa-
tient's agent the directions for use and any additional information
deemed necessary for the pharmacist to promote the appropriate
utilization of the medication or device preseribed." Another re-
quirement was that pharmacists must set up a toll-free number for
consumer information if they deliver more than half their prescrip-
tions outside the pharmacy. These regulations were to go into
effect on January 1, 1979.

In late December of 1978, a Sacramento-based retarling firm filed

a lawsuit against the proposed regulations, and a Superior Court
judge issued a temporary restraining order prohibiting their imple-
mentation. The company argued that the language of the section on
oral explanations was ambiguous, and that pharmacists already pro-
vided appropriate explanations. It also objected to the require-
ment for a toll-free telephone number. The company asserted that
the regulations imposed additional costs of doing business, one
estimate being an additional cost of between 10 and 20 percent.

FINDINGS

l. The number and size of the educatiomnal programs in pharmacy
in California are adequate to meet the needs of the State,
given current patterns in in-migration and no marked change
in the number of prescriptions filled.

2, There is no State-supported B.S. program in pharmacy for
those students who wish to take this educational path to
licensure in preference to the Pharm. D. degree route.

3. The pharmacy technician 1s not defined in statute or regu-
lation; therefore, educational programs in this field are
necessarily imprecise and undeveloped.

4. Some of the proposed changes in the role of the pharmacist
may result in higher drug costs for the consumer, although
these costs may be offset by a reduction in the use of
prescription drugs, a circumstance which may also reduce
iatrogenic 1llness.

CLINICAL UTILIZATION

Clinical experiences in pharmacy are provided in hospitals and phar-
macies as a part of the professional training. These experiences
include 1internships which are required by statute for licensure.
These internships, which may or may not be salaried, consist of
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1,500 hours of practical experience supervised by a preceptor who
is a licensed pharmacist; thus, any pharmacy in the State is a
potential training site. The law defines an intern pharmacist as
a person who has completed the educational requirements for licen-
sure, but the Pharmacy Board reports that internship hours can be
accumulated anytime after the freshman year of professional phar-
macy education.

RECOMMENDATIONS

1. The State should provide in statute and regulation for the
delineation of function between a professional pharmacist and
a pharmacy technician, and should provide appropriate educa-
tional programs 1in each field, taking into account the variety
of roles which pharmacists may fill, ranging from traditional
retall dispensing of drugs to the delivery of primary health
care.
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about eight major areas of knowledge, i1ncluding optics and refrac-
tion.

Opticians, or dispensing opticians as these registered professionals
are designated in California, are the technologists who make glasses
and lenses to order for optometrists and ophthalmologists, and then
retail these products to patients. There is no educational require-
ment for this license, but five years of experience is required,
some credit for which can be obtained from taking Community College
courses in optical techmology.

ADEQUACY OF PROGRAM

The adequacy of California's two educational programs in optometry
can be assessed by examining measures of output and entcllment.

Output of Programs

Table 0-1 (page 146) shows the number of California graduates with
first professional degrees in optometry since 1966. The virtual
absence of graduates in 1969 marks the conversion from a three- to
a four-year curriculum.

1., An officer of the California Association of Ophthalmology re-
ports that nationally 75 percent of ophthalmologists are board
certified, and another 15 percent are "board eligible." It
should be noted that specialized competence in medicine is not
certified by the State; specialization is, instead, recognized
through private channels of the medical profession. Im a nar-
row legal sense, under a California license as physician and
surgeon, a physician can treat any disorder; as a practical
matter, most physicians choose to specialize. Although special-
1zation increasingly reflects formal postgraduate medical edu-
cation, a physician can identify himself as a specialist whether
or not he or she has had formal residency training or is board
certified. However, there are practical limitations--in the
form of peer review, hospital privileges, malpractice imsurance,
etc.——which militate against marginally qualified persons func-
tioning as specialists.
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School

TABLE 0-1
0.D. Degrees Conferred by

California Schools and Colleges of Optometry
1966 - 1977

1966 1967 1963 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978

UC, Berkeley

Southern
Califormia
College of
Optometry

Total

Source Jobn Wong Raport, updated threugh HEGIS.

The cutput

26 29 43 1 13 13 48 44 57 52 60 57 61

33 52 533 0 49 52 59 57 61 38 63 84 62

59 81 96 1 88 85 107 101 118 110 123 141 123

of these programs continues to prow, although there are

minor year-to-year fluctuations.

Enrollment

Table 0-2 depicts the enrollment in the first professional (0.D.)
degree programs in optometry.

TABLE 0-2

Fall Enroilments in Professional Programs in Optometry

Actual Projected
School 1972 1673 1974 1975 1976 1977 1978 1979 1980 1981 1982
UC, Berkeley 232 238 251 261 270 257 237 295 300 joo 300
Southern
California
College of
Optometry - 314 367 371 390 397 387 397 3197 397 397

Source  John Wong Report, updated by HEGIS, Projections from institutions.

It appears that enrollment growth has been somewhat faster in the
Southern California College of Optometry (SCCO) than in the Univer-
sity of California. The University's program has been limited by
physical capacity; recent expansion of this capacity, however, will
permit the College of Optometry to increase its entollment to a
total of 310 students. Southern California College of Optometry
has already reached capacity at its relatively new campus.
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uch
1976
1977
1978

ucI
1876
1877
1978

UCLA
1976
1977
1978

UcsD
1976
1977
1978

UCSF
1976
1977
1978

UC TOTAL
1976
1877
1978

LOMA LINDA
1976
1877
1978

STANFORD
1976
1977
1978

usc
1976
1977
1978

PRIVATE TOTAL
1976
1977
1978

GRAND TOTAL
1976
1977
1978

Degrees Conferred Medicine, By Sex and

TABLE MO-1

American
Non- Black Indian/ Asian/
Resident Non- Alaskan Pacific
Alien Higpanic Native Islander
M F M F M F M F
[+] 1 2 3 0 1 8 2
2 a 5 1 0 0 18 2
] 1] 2 1 1 [¢] 8 1
2 2 ¢] 1] 0 0 5 o
2 1] 3 Q 1 ] 7 1
1 0 7 2 1 1 4 Q
2 2 2 1 0 o 13 0
0 1 6 2 1 0 16 2
1 0 5 2 2 0 11 1
[+] 1 3 2 1 [+] 3 0
2 1 4] 0 0 o 6 1
[+] 0 3 0 o 0 3 1
1 a 8 3 [4] 0 15 4
[+] 1 12 2 1 o 7 1
0 o) 7 2 [} Q 14 1
5 6 15 9 1 1 44 ]
[ 3 26 5 3 0 54 7
2 0 24 7 &4 1 40 4
13 1 3 0 1 0 7 1]
8 2 4 1 1 [¢] 7 2
7 2 8 4] 1 0 2 1
1] 1] 2 0 0 0 1] a
2 0 3 2 1 Q 2 k]
2 4] 10 )] L 1 3 0
0 [+] 4 0 [s 5 3
1] 1] 2 0 0 0 5 1
1 1 1 2 1 0 4 1
13 1 9 0 1 o 12 3
10 2 9 3 2 0 14 6
10 3 19 2 3 1 10 2
18 7 24 9 2 1 56 ]
16 5 35 8 5 0 68 13
12 3 43 9 7 2 30 3
~154-

Hispanic
M F
2 3
5 L1}
-] 0
1 1]
& 1]
3 2
6 2
5 1

15 2
5 1
2 i
2 0
3 1
6 4
[ 4

19 7

22 6

32 3
3 1
2 Q
1 1
4 1]
9 1
6 3
5 ]
7 1
7 1

12 i

18 2

14 5

31 3

40 8

46 13

Ethnicity
White
Non~
Hispanic Total
M F M F
54 23 66 33
51 17 31 2Q
46 24 63 26
52 12 60 14
51 14 &7 15
45 11 61 1é
114 16 137 21
104 20 132 26
95 18 129 23
36 13 48 17
42 4 52 7
58 20 67 21
91 28 120 36
75 30 101 38
70 44 97 51
347 92 431 121
323 85 433 137
315 117 417 137
110 18 137 20
109 15 131 20
98 22 117 26
50 16 56 16
63 21 80 27
46 21 69 23
77 19 91 22
94 24 108 26
92 25 106 30
237 53 284 58
266 60 319 73
236 68 292 81
384 145 715 179
589 145 752 2140
551 185 709 218

158
158
1532

65
59
88

156
139
L48

352
370
554

157
151
143

12
107
94

113
134
136

342
392
373

894
862
927
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1976
1977
1978

ucl
1976
1877
1978

UCLA
1976
1977
1978

UCR
1976
1977
1978

ucsD
1976
1977
1973

UCSF
1976
1977
1978

UC TOTAL
1976
1977
1978

LOMA LINDA
197&
1977
1978

STANFORD
1976
1977
1973

usc
1976
1977
1978

PRIVATE TOTAL
1976
1977
1378

GRAND TOTAL
1976
1977
1978

TABLE MO-2

Fall Enrollment, Medicine, By Sex and Ethnicity

American
Non=- Black Indian/ Asian/ White
Resident Non- Alaskan Pacific Non-
Alien Hispanic Native Islander Hispasnic Hispanic _Total
Iy ] F H F H F M F M F s | F M F
5 0 20 [ 2 0 39 16 21 4 190 104 277 128
11 4 18 8 3 ¢ 29 15 20 5 190 101 269 133
10 5 14 7 P 3l 16 13 4 201 103 271 135
10 o 21 g 5 1 14 3 35 7 163 40 248 6O
15 o 19 11 3 1 8 1 32 11 153 39 230 63
10 2 2 17 o 0 8 3 4l 7 166 36 247 65
2 2 20 6 3 0 43 5 49 8 362 98 479 119
4 2 21 11 2 0 43 7 47 11 332 102 449 133
7 [ 20 14 )] 0 30 11 34 14 333 106 444 151
Not operational uatil 1977
0 0 [} Q 0 0 4] 4 [¢] 4] 12 0 12 4
0 [} 4] 0 a 1] 5 3 [+] 0 22 5 27 8
5 1 7 2 o 1 28 9 17 2 221 47 278 62
3 [+] 8 3 o 1 33 13 17 1 237 64 298 82
6 [+] 8 3 1 1 44 12 25 4 249 67 333 87
0 1 32 20 3 0 53 14 56 19 244 148 288 202
1 0 28 19 o 1 65 19 58 20 248 154 400 213
1 1 22 23 2 i} &1 23 53 22 260 158 2199 227
22 4 100 41 13 2 177 47 178 40 1180 437 1670 571
34 6 92 52 3 3 178 59 174 48 1172 460 1658 628
34 14 B& B4 5 1 159 68 166 51 1231 475 1721 473
22 3 24 4 1 I 21 [ 6 2 381 101 453 117
39 10 22 5 ¢ 1 23 7 6 2 378 95 468 120
39 9 17 7 ¢ 1 7 13 7 1 402 109 502 140
5 3 27 8 5 4 9 7 21 9 183 71 250 102
5 2 26 11 6 4 12 g 21 10 180 77 250 112
7 3 15 14 6 3 15 9 20 9 174 65 237 103
3 1] 10 3 Q0 [+] a1l ] 3l 0 361 93 436 105
6 1 12 8 2 2 29 10 42 4 370 85 460 111
5 0 14 10 | 39 11 38 5 383 79 480 107
o 6 61 15 6 5 61 22 58 11 925 265 1141 324
50 13 60 24 8 7 64 25 69 le 928 257 1178 343
51 12 46 31 7 6 91 33 65 15 959 253 1219 350
52 10 161 5& 19 7 238 69 236 51 2105 702 2811 895
84 19 152 76 16 10 242 B4 243 64 2100 717 2836 971
85 26 132 95 12 7 250 231 66 2150 728 2940 1023
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405
402
406

08
293
312

598
582
595

16

340
380
420

352
J62
340

541
371
587

1465
1521
1569

3706
3807
1963
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Comparisons to Other Populations can be made with respect to the
sex and ethnicity of nurses, as shown in Table NO-3. The percen-
tages for ethnic groups in this table do not add to 100 because
"Non-Regident Alien," "Other," and "No Response" categories are not
included. High school graduation, rather than college graduation,
is used as the basis of the eligibility pool, inasmuch as nursing
programs do not require a B.S. degree as a prerequisite. It should
be noted, however, that the only demographic information available
is for high school seniors, rather than high school graduates.

TABLE NO-3

Comparison of Baccalaureate Nursing Students and
Graduates to Other Populations, by Sex and Ethnicity

American
Black Hispanic Asian Indian White Male Female

Total Calif.
Population
1976 1.7% 15.8% 3.7% 5% 71.5% 49.8% 50.2%

High School
Seniors in 7
Calif. 1973 7.9 12.7 3.1 '/ 7_7§f?_747§{A4

_NIA

Nursing Enroll-
nments 1978
Public Sector 5.9 5.2 8.4 .7 64.8 7.6 92.4

Nursing B.S.
Degrees Awarded,
1978 3.4 3.8 7.1 " 74,2 5.5 94.5

Nurses Licensed
in Calif. 1975 2.8 .8 11.0 .2 86.5 1.9 98.1

Sources: Population figures from Department of Finance; compositionm
of nursing work force from Functional Task Analysis Study,
Department of Health; high school seniors from University
of California Student Affirmative Action Plan.

Because there are significant gaps in these data, any conclusions
must be drawm cautiously.
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the percentage of men enrolled went from 6.8 percent to 7.6 percent,

primarily because of a 6.3 percent decline in the number of wowen
enrclled.

Sex and Ethnicity Data on Other Nursing Programs

Only fragmentary data on sex and ethnicity exist for nursing Programs
in the independent sector and for two-year nursing programs. Table
NO-4 indicates the distribution by sex of B.S. degrees conferred in
nursing in independent institutions of higher education in California.

TABLE NO-4
B.S. Degrees Conferred, By Sex, Independent Institutions

1972 1973 1974 1975 1976 1977 1978

" F M ¥ M F M F M F M F M F

o 22 N/A 0 28 o 29 o 39 1 43 /A

g:;:aL;uda 0 66 N/A 2 72 2 8l 1 76 1 80 3 81
Mt St HMary's 0 34 N/a 0 63 o 73 0 73 o &8 1 75
Pt Loma H/A H/A 1 30 2 26 1 3 1 32 0 41
1 104 2 lo8 1 118 1 11% H/A

Univ of S F 1 78 N/A

Similar information on degrees conferred by sex exists for two of the
four hospital diploma nursing programs; for one other hospital such data
exists for enrollment but not degrees. Table NO-5 displays the informa-
tion as furnished to the Commission by the hospitals.

TABLE NO-5

Diplomas Awarded and Enrollment by Sex,
Hospital Nursing Programs

1972 1973 1974 1975 1976 1977 1978

M F M F M F M F M F H F M F
St Luke's N/A N/A 0 34 0 44 0 41 P N/A
Merritt N/A 1 &3 P 1 82 2 77 3 70 N/A

L A County Med:ical
Center (enrollment
rather than degrees

conferred) 19 434 27 452 21 386 22 353 19 241 N/a N/A
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TABLE NO-7

Associate Degree Nursing Programs
Degrees Conferred, By Sex

1974~ 1975~ 1576~ 1977~
School 1975 1976 1877 1978
H F M r M F M F
American River - T3 59 4 34 3 25
Antelope Valley 2 24 2 29 2 32 4 30
Bakersfield 7T 4l 4 bb 1 27 5 32
Cabrilio 4 3l 2 38 2 a2 1 33
Cerritos N - 6 67 5 74 5 77 5 72
Chabot 0 51 0 a 2 51 1 49
Chaifey 5 52 4 30 2 68 3 65
C C of Sen Francisce 2 @ S 53 4] 54 7 56
College of the Desert 5 51 6 52 11 48 18 T2
College of Marin 3 27 3 48 2 42 2 40
College of the Redwoods 2 24 2 27 2 20 4 28
College of San Mateco 1 az 2 4l 3 43 6 31
College of the Sequoias 3 22 2 28
Compton College 13 41 2 45 2 46 4] 37
Contra Costa 5 72 4 64 [ 78 7 55
Cuesta 2 20 4 26 1 22 5 23
Cyprens 4 93 5 104 11 105 7 100
De Anzs 3 48 L 56 7 35 5 (¥
East Los Angeles 4 51 0 1l4 8 54 g Bb
El Camino 7 53 5 66 3 80 4 72
Fresmo City College 9 B8 4 49 6 53 11 &3
Golden West 4 b9 5 115 11 2 8 105
Grogsmont 5 43 6 40 6 43 3 &7
Hartnell e 30 1 21 3 23 4] 0
Imparial Valley 6 24
Long Beach City College 9 1li5 10 153 6 153 8 116
L.& City College 5 58 0 1] 1] 0 o] 0
L.A Harbor College 3 W 1 44 2 a 3 65
LA Piexce 5 60 4 4B 5 49
L A Southwest 1 52 2 39 8 56
L A Trade-Technical 0 115 5 48 4 71 15 1l&2
LA Valley 6 124 23 130 13 115 14 178
Los Madanos 3 18
Merritt College 6 38 2 46 & 44 65 48
Modesto J C 5 3z 2 47 11 a3 2 42
Mt B8an Antonio 1 42 0 38 2 44 2 54
Hapa 9 42 6 38 2 30 5 38
Ghlone 2 35 2 27 4 33 3 33
Palomar 5 31 3 62 2 46 3 53
Pasadena City College 8 129 5 98 11 102 0 120
Ric Hondo 2 164 1 63 B 79 & 73
Riverside City Collage 8 &6 9 60 2 Bl 8 83
Sacramento City Cellege 7 48 2 3a 5 58 3 48
Saddleback 3 58 3 56 2 51 3 57
Saa Bernardino Valley 3 5 3 56 4 SB & 62
Sam Diego City 3 27 4 26 4 25 4 27
San Joaquin Dlelta 3 52 10 59 3 43 2 58
San Jese C C -

Bvergreen Valley 5 50 5 43 4 59 4 39
Santa Ana 5 26 5 25 6 44 4& 56
8anta Barbara C.C 5 29 2 14 2 33 3 17
Santa Monica C.C 2 59 3 54 4 58 1 58
Santa Rosa C C B &0 0 0 0 0 0 0
Shasta 1 33 2 3 2 34 9 36
Solans 3 55 4 31 2 Al & 30
Southwestern 3 28 4 30 2 3 ] 32
Ventura 3 s 4 51 3 47 2 69
Victor Valley 6 22 3 26

Totals 215 2829 196 2603 231 2682 272 29RI
Source Higher Education Geceral Informaticn Burvey i
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UCLA
1876
1977
1978

UCsF
1976
1977
1978

UC TOTAL
1976
1977
1978

LOMA LINDA
1976
1977
1978

uoe
1976
1977
1978

use
1876
1977
1978

TOTAL FRIVATE
1976
1977
1978

GRAND TOTAL
1376
1977

TABLE DO-1

Dentistry, Degrees Conferred, by Sex and Ethnicity
American
Non- Black Indian/ Asian/ White
Reaident Non- Alagkan Pacafic Non-
Alien Hispanic Native Islander Hispamic Hispanic Total
M F M F H F v | F | F M F M F
1] a 3 Q 1 a 9 1 11 2 51 7 75 10
2 2 3 1 3 1 4 2 3 0 59 24 64 30
3 [+] 5 0 0 0 17 [ 7 1 47 20 79 27
1 0 5 ] 0 0 il 4 5 o 61 2 83 6
0 1 3 1 Q 0 3 1 5 0 56 [ 67 9
1] 1) 7 1 1 Q 12 2 11 [+] 49 5 80 8
1 [+ 8 [} 1 0 20 5 16 2 112 9 158 16
2 3 6 2 3 1 7 3 8 0 lo0s 30 131 39
3 1] 12 1 1 0 29 8 18 1 96 25 159 a5
3 1] Q 1 Q 4] 7 0 2 2 49 2 61 5
6 1] [} 0 [+} 0 5 1 1 0 50 3 62 4
3 1 1 1 0 0 3 [ 1 [4] 61 2 69 &
0 o 1] o 4] ] 9 1 3 0 105 7 117 8
3 1 1 0 0 0 15 2 1 0 103 11 123 14
0 a 1] 0 0 Q 18 3 1 0 97 8 116 11
3 3 7 1 [} 0 22 1 11 0 97 2 140 7
4 [} [+] [+} 4 [¢) 15 a i1 0 33 5 127 5
5 1 5 [ 0 0 22 3 7 6 75 10 114 20
9 3 7 2 1] 0 38 2 16 2 251 11 318 20
13 1 1 ] 4 [+} a5 3 13 0 246 19 312 23
8 2 ] 1 ¢ 0 43 6 9 6 233 20 299 35
10 3 15 2 1 o0 58 7 32 4 363 20 476 36
15 4 7 2 7 1 42 [ 21 0 351 49 443 62
11 2 18 2 1L 0 12 14 27 7 323 45 458 70

1978
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174
170
194

66
66
73

125
137
127

147

134

338
335
334
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UCLA
1976
1977
1978

UCSF
1976
1977
1578

UC TOTAL
1976
1977
1878

LOMA LINDA
1976
1977
1978

vop
1876
1977
1978

ugc
1976
1977
1978

PRIVATE TOTAL
1976
1377
1978

GRAND TOTAL
1976
1977

_ 1878

TABLE DO-2

Dentistry, Fall Enrollment by Sex and Ethnicity

Non-
Reaident
Alien
M F
10 4
10 2
4 1
1 1
1 0
1 a
11 5
11 2
5 1
13 0
12 3
15 7
0 [4]
Q 0
1 0
a7 6
37 9
15 4
50 6
49 12
31 11
61 11
60 14
6 12

Black
Non-
Higpanic
. | F
19 11
23 18
19 23
18 9
21 8
14 10
kK 20
44 26
k| 33
3 4
2 2
1 3
1 [+]
1] 0
0 1]
15 3
1 3
] 2
13 7
1o 5
7 5
36 27
54 31
40 238
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American
Indian/ Asian/
Alsakan Pacific
Nativae Islander
M F 1] F
4 1 40 15
1 0o 35 20
2 0 47 19
2 0 53 6
3 0 71 11
3 o0 82 12
6 1 93 21
4 0 126 3
5 0 129 31
0 1 B 1
a 0 18 &4
0 @ 21 10
1 o0 52 9
0 o0 56 9
1 a 55 10
4 0 52 6
3 0 6l 5
5 1) 95 13
5 1 112 16
3 o 135 18
6 0 171 33
11 2 205 37
7T 0 281 49
11 0 300 64

Hispanic
M F
35 7
54 6
40 8
49 2
45 &
45 5
84 g
99 1o
95 13
2 1
3 i)
7 1
5 1
5 1
4 1
45 9
37 10
39 g
52 11
45 11
50 11
136 20
44 21
145 24

White
Non~-
Hispanic Total
M F M F
206 76 1312 114
208 81 351 127
1725 68 2387 119
209 27 332 45
138 25 339 48
196 33 341 &0
413 103 644 159
406 106 690 175
371 101 628 179
169 6 195 13
181 8 216 17
126 4 230 25
302 33 361 43
307 30 2368 40
297 32 358 43
327 26 480 50
306 32 452 59
300 33 460 61
798 65 1036 106
794 70 1036 116
783 69 1048 129
1211 168 1651 263
1200 176 1726 291
1154 170 1676 308

426

406

77
387
401

803
865
807

208
233
255

404
408

530
511
521

1142
1152
1177

1914
2017
1984



TABLE DO-3

Comparison of Students and Graduates
in Dentistry to Other Populations

American
Black Hispanic Asian Indian White Male Femsle
Total California
Population 1376 7 7% 15 8% 3 7% 5% 71 5% 49 8% 50.2%
B & Degrees Awarded
1977 4 6 4 9 69 8 72 9 55 3 44 7
Dentistry Enrcllment
1978
uc g8 2 13 4 19 8 6 58 5 77 8 22 2
Private 10 52 17 3 5 72 4 89 0 11 0
Total 39 836 18 3 ] 66 7 84 5 15 5
Dentastry Degrees
Conferred 1977
uc 4 7 4 7 59 24 79 & 7171 209
Private 3 39 11 3 12 79 1 93 1 6.9
Total 138 4 2 95 l1é 79 2 87 7 12 3
Dentists 1o Califormia* N/A N/A N/A N/A N/& N/& b P

*A 1976 survey by the American Dental Association reported that nationally Blacks cop-
stituted 1 8 percent of the dental profession, and Women 1 § perceat Data were not
available for other groups

SOURCE: ?!!yilgi-n figures from Dapartmeat of Fipance.

Black

While Blacks are well represented numerically in dental school
enrollments in the University of California, and poorly represented
in independent dental schools, their share of degrees conferred is
substantially less in both sectors. Since there are more indepen-
dent institutions with dental programs, the net proportion of
Blacks in dental education is fairly low. Women now represent half
of the Black dental enrollment at the University of California, and
a significant portion in the independent sector. 1In both sectors,
however, this proportion has not yet been reflected in degrees
conferred.

Hispanic

Dentistry is one of only two health sciences fields in which Chicanos
are represented more fully than Blacks. In the University of
California, the percentage of Chicano dental enrollment approaches
the percentage of Chicanos in the gemeral population. Women make

up 14.5 percent of the dental enrollment of this group, not so

large a proportion as that of Black women.
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TABLE PO-1

Degrees Conferred, Pharmacy, by Sex and Ethnicity

Ucsr
1976
1977
1978

usc
1976
1977
1978

UOP (Pharm D )
1976
1977
1978

e (B 5.)
197¢
1977
1978

UCBF
1976
1977
1978

usc
1376
1977
1978

UOP (Pharm.D )
1976
1977
1978

UoP (B S )
1976
1977
1978

American
Non~- Black Indien/ Asian/ White
Resident  Non- Alaskan Pacific Non~-
Alien Aispsnic Native Ialander Hispanic Hispsnic Total
H F M F M F M F M F M F M F
o 0 0 0 0 ¢ a 19 2 o 29 3 39 22
1 1 Q 3 i} 0 17 16 3 [}] 29 21 50 4l
0 3 2 3 0o o 21 15 4 0 25 15 52 36
5 2 ] 2 1 0 25 16 1 1] 56 18 is 3t
7 1 1 & ¢ 0o 20 13 5 1 65 25 98 44
8 1 1 1 3 0 23 1s 3 0 66 20 104 37
0 0 1 0 g 0 28 13 1 0 90 32 120 45
(] 0 1 1] 1} [} [%] 7 Q [+] 67 20 110 27
0 0 1 0 a 0 28 8 & 0 63 29 96 37
0 0 0 1 o o0 3 5 1 o 26 9 30 1%
0 0 0 1 0 0 7 2 1 0 32 18 &0 21
2 1 2 0 o 0 L1 4 2 4 17 12 28 13
TABLE PO-2

Fall Enroliment, Pharmacy, by Sex and Ethnicity

Noa-
Resaident
Alien
M F
& 4
4 ]
[ [
19 é
11 7
5 5
31 15
19 12
21 B
4 3
9 o
5 []

Black
Hon-
Hispanic
N F
11 18
13 20
17 17
10 1o
s 10
4 8
1 1
1 1
0 4
2 1
2 0
1 0

American

Ipdian/ Asian/ Vhite

Alaskan Pacifac Ron-

Hative Islander Hispanic Hispanic Total
i | F M F M F H F M F
0 0 54 60 24 5 122 98 215 185
D 0 56 58 22 5 134 109 229 198
0o 0 52 63 21 5 132 126 228 2135
5 0 99 69 22 6 245 116 400 207
4 2 117 68 34 6 225 115 396 208
1 2 123 79 20 11 216 135 369 240
Q 1 96 23 16 & 187 81 331 125
2 0 95 29 8 S lée 92 291 149
3 1 75 48 [ 7 143 B8 248 156
0 1 16 19 5 3 71 42 98 69
o o 14 19 6 3 5 35 90 61
0 0 o 18 6 2 &2 ¥ 94 &3
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165
137
133

6l
46

Al

427
443

607
804
609

456

167
151
157



TABLE PO-3

Comparison of Students and Graduates
in Pharmacy to Other Populations

Bthoic Group Sex
dmeritan
Black Hispanic Asian Indian Vhite Hale Famale
Total Cal:fornia
Population 1976 7% 15 8% 3 7% 5% 71.5% 49.8% 50.2%
B.S. Uegrees Avarded,
California 1977 4.6 49 69 8 79.9 55.3 4.7
Pharmacy Enrollment
1977
oc 78 6.3 26 7 56 9 53 6 46 &
Private 1.6 52 29 5 7 57 9 65 0 35.0
Total 32 55 28 7 5 57 6 62 0 38.0
Pharmacy Degrees
Conferred 1978
uc 5.7 4.6 40.9 45 5 59.1 40.9
Private 1.6 4.1 26.3 .9 64.3 7 2 28 8
Total 2.4 4.2 29.5 .7 60.2 68.5 1.5
Pharmacists in
Californie, 1973 Survey 4 2 17 12.7 N/A a0 38 0 12.0

SOURCES Populatiom figures from the Department of Finance; pharmacist data from the
Jabn Weng Repost.

represented 26.0 percent of the enrollment in pharmacy, but re-
T ceived 40.9 percent of the degrees conferred in 1978.

American Indian

American Indians are reasonably represented in both enrollment and
degrees conferred in pharmacy. The Unilversity of California has no
American Indians enrolled in pharmacy, but the Unilversity of South-
ern California has enough to offset that absence. No information
is available concerning the number of pharmacists in California who
are American Indians.

Women

Women are extremely well represented numerically in pharmacy enroll-
ment in the University of California (48.5%), and account for more
than 40 percent of the degrees conferred. While women are not so
well represented in independent institutions, they account for

about one-third of the pharmacy students and graduates.
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UcB
1376
1977
1978

sCco
1976
1977
1978

TOTAL
1976
1977
1978

uce
1976
1977
1978

SCCo
1976
1977
1978

TOTAL
1976
1977
1578

TABLE 00-1

Degrees Conferred, Optometry, by Sex and Ethnicity

-176-

American
Black Indian/ Asian/ White

Resident Non- Alaskan Pacific Non-

Alien Hispanic Native Islander Hispanmic MHispapmic Tetal
M F M F M F M F M F M F M F
3 1 2 0 o] 0 15 o L Q 26 6 47 13
1 1 2 0 0 0 7 10 1 a 27 8 38 19
1 0 1 2 0 Q 7 9 1 3 3t 6 4L 20
0 1] 0 1] 0 0 8 1 2 0 49 3 59 4
0 0 V] 0 1] 0 6 1 4 0 67 6 77 7
1 0 1 o] 1 i} & 0 2 0 47 6 56 6
3 1 2 1] o0 0 23 7 3 o0 75 9 106 17
1 1 2 0 o 0 13 11 5 o0 9% 14 115 26
2 0 2 2 1 0 11 9 3 3 718 12 97 26

TABLE 00-2
Fall Enroliment, Optometry, by Sex and Ethnicity
American
Black Indian/ Agian/ White

Repident Ron- Algskan Pacific Nono—-

Alien Hispanic Native Islander Hispanic Hispanie Total
M F M T M F M F M F M F M F
2 1 6 4 o 0 38 29 9 4 129 31 184 69
3 Q 5 5 0 0 3 27 12 4 13 27 192 63
0 2 3 3 0o 0 37 21 11 2 147 31 198 59
0 0 1 1 1 0 32 5 11 0 313 26 358 132
] 0 1 1 2 0 28 & 10 0 309 40 350 47
1 0 2 0 2 0 22 11 12 1 286 50 325 62
2 1 7 3 1 0 70 3% 20 4 442 57 542 101
3 0 6 6 2 0 61 33 22 4 448 67 542 110
1 2 5 3 2 0 58 32 13 3 433 81 323 111

ALL

123
141
123

253
255
157

390
397
387

643
652
644



TABLE 00-3

Comparison of Students and Graduates in Optometry,
by Sex and Ethnicity, to Other Populations

Ethmic Gro Sex
American
Black Hispanic Asian Indian Whate Male Faggls
Total California
Populationo 1976 7T 1% 15 8% 3 7% 5% 71 5% 49 B% 50.2%
B 5 Degrees Awardad,
Calaformia 1977 4 6 49 69 8 79 9 55 3 4.7
Cptometry Enrollment
| 1978
uc 23 6 2 24 0 66.7 I7 5 22.5
Private 5 34 B 6 5 86 8 84 0 16 0
Total 19 4 1 12 & 4 8l 8 82 2 17 8
Cptometry Degreen
Conferred 1978
uc 4 9 6 6 26 2 60 7 67 2 329
Private 16 33 6 &4 lLé 85 5 90 3 9.7
Total 33 49 16 3 8 732 78 8 2l 1
Optometrists 1in
California, 1973 3 5 73 <1 90 4 97 2 .3

SOURCES  Population figures from the Depertment of Finance, cptometrist data from 1973
Report of Optometric Mampower Resonrces project.

T—————— — — = - = TToT——

American Indian

Ancrilcan Indians have not been enrolled in or graduated from the
optometry program of the University of Califormia during the years
1976-1978. However, there has been a small number at California's
one independent optometry school-—enough to suggest that American
Indians are adequately represented in this field.

Women

Optometry remains a predominantly male field, but at the Univereity
of California almost one—third of the graduates and almost one-
quarter of the enrollment in 1978 was made up of women. 1In the one
independent institution the proportions are much smaller. With
small total numbers in optometric practice, this output of female
graduates should soon be reflected in the composition of the pro-
fessional work force.
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1. UCSF School of Pharmacy 5 49,999
2. UCLA School of Dentistry 59,999
3. Native American Scholarship Pund, Palo Alto 40,000
4. UCSF School of Medicine 90,000
5. UCSF School of Dentistry 134,913
6. USC School of Medicine 70,000
7 UCI Schaol of Medicine 145,000
8 Canada College 85,000
9 UCSF School of Medicine 90,000
10, California Rural Indian Health Board, Carmichael 80,000
11. La Raza Medical Assoclation, Berkeley 95,000
12. East Bay Health Foundation, Oakland 90,000
13. East Los Angeles Health Task Force, Los Angeles 90,000
l4. California College of Podiatric Medicine,
San Francisco 70,000
15. Dalza Sigme Thets, Yac., San Francisco 40,000
l6. Fadaracion Rural de Salud de Califormia,
San Francisco 182,587
17. Netive imeriesms to Public Bealth, RBerkaley 75,069

These-projects range in scope from community-based, health-career
orientation for young people (#12 and #13 above) to scholarships

(#3) to upgrading undergraduate students' potential for entering

professional school ({#8).

Another significant federal program 1s the Minority Biomedical Sup-
port (MBS) Program which encourages minority students to become
involved in laboratory research in the blological sciences. About
$600,000 in federal support is currently going to four MBS programs
in California: California State University, Los Angeles; Charles
R. Drew Postgraduate Medical School; and the University of Cali-
fornia, San Diego and Santa Cruz.

A new federal program, authorized by PL 95-561, provides funding
for pilot projects in outreach. This program authorizes grants to
colleges to conduct programs of educational enrichment directed at
disadvantaged high school students with the aim of informing, moti-
vating, and preparing them to pursue professional health careers.
The program anticipates following students through five years of
their education, beginming with the ninth grade, a longitudinal
dimension which is missing from most grant programs in health
WANPOWET .

No explanation of federal activity in the field of equal educa-
tional opportunity in the health sciences would be complete without
some reference tc the Bakke decision by the U.S5. Supreme Court.

The decision held that admissions practices designed to increase
minority enrellment could not utilize quotas of seats specifically
set aside for minorities, but that race--like disadvantage-—could
be a factor in admissions practices in the name of greater diver-
sity or ethnic balance in student bodies. This decision has caused
admssions procedures in some professional schools to be modified.
Because all of the students reported in the data in this Plan were
admitted to professional schocls before the Bakke decision, it is
impossible to identify its effects in thase enrollment data.
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CHAPTER VII
HEALTH SCIENCES EDUCATION: SOME CONCLUDING PERSPECTIVES

In concluding this first biennial Health Sciences Education Planm,
the Commission can report to the people of the State that the
educational programs and facilities in California which prepare
physicians, nurses, dentists, pharmacists, and optometrists are
sufficlent to meet the current demand for such health preofessionals.

Manpower problems remain in several fields, however: in medicine,
in the distribution of physicians by location and specialty; in
nursing, in the excessive attrition of trained manpower; in dentistry,
in the existence of considerable unmet need in the face of well-met
demand; in all fields, in the lack of women and certain ethmic
minorities in the professional work force. Admittedly, most of
these issues are primarily the concern and responsibility of health
manpower planners. At the same time, these problems affect and are
affected by both the form and content of health sciences education.
Therefore, the recommendations offered by the Commission in this
Plan call for health science educators and planners to participate
in the resolution of these manpower issues.

The Commission is now aware of both the complexity and difficulty
of health sciences educatlon planning, particularly in a state as
large and diverse as California. Such planning is still in the

developmental stage, and many procedural and substantive aspects
of such planning will require attention In future plams in this

series. Conspicuous among the unresolved issues are the follow-
ing:

+ Significant gaps still exist in the data available on health
sciences education, even though considerable progress has been
made in closing these gaps during the development of this
Plan. With the passing of time, additional years of data will
provide a sounder foundation for establishing trends. HNever-
theless, additional kinds of data are still needed. Particu-
larly needed are additlional data on nursing education in
Community Colleges, independent institutions, and hospitals;
current sex and ethnicity data for the work force in all
health fields; means of tracking studemts such as residents
through thelr training into their professional practice;
success ratios in licensing examinations by sex and ethnicity
and by type of training program; and better measures of total
health care--or, ideally, of health itself--by geographical
area. Some of this information can best be obtained by educa-
tors, some by health manpower agencies such as the Office of
Statewide Health Planning and Development. A bill has recently
been introduced in the Legislature to require better data
collection within the various health professions.
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* Planning and coordination is made more difficult by the exis-
tence of a number of agencles with similar responsibilities in
the health mampower field: educational agencies, health
departments, licensure boards, professional assoclatioms,
accrediting bodies, foundations, consumer groups, governmental
agencies, etc. Educational plans exist at institutiomnal,
segmental, and now statewide levels, Manpower plans with
educational implications exist at community, regional (Health
Systems Agency), State, and federal levels; manpower plans and
studies also exist within separate health professions as well.
While this overlap may lead to a fuller identification of the
1ssues of health sciences education and to more complete data,
it is difficult for any organization to emerge from this
jumble of agencies as the authoritative or credible plamning
agency with the leadership necessary to be an agent of change.

« It is difficult to know, philosophically as well as pragmati-
cally, how to utilize the mid-level practitioner. Under the
general assumptions cited in the introduction to thias Plan—-
that health care to be cost effective should generally be
delivered by the lowest level of professional who can compe-
tently provide it, and that in general health professionals
should function within the upper reaches of their capabilities
rather than the lower——it makes good sense to call, as this
Plan has, for greater utilization of mid-level practitioners
to deliver certain kinds of health care. There is a danger,
however, that a two~level system of health care may develop,
with mid-level practitioners providing care to the poor while
the senior professionals of each field provide care to the
affluent. However, i1t should be noted that mid-level practi-
tioners have been widely and effectively utilized in Health
Maintenance Organizations whose members come from a broad
spectrum of society, including the affluent; a good example is
the Kaiser Foundatlon.

Practical problems also exist in calling for the utilizatiom
of mid-level practitioners in certain fields in which the
senior professionals perceive the possibility of an oversupply
of practitioners or a lack of sufficient patients.

+ Ideally, manpower or educational planning for one health
profession should consider the potential contribution of other
health professions. In practice, however, because of the way
the professions are organized and licensed, planners generally
treat health fields as discrete territorial monopolies.
Similarly, they do not identify the health care needs of a
given community and then determine what type or combination of
health professionals can meet those needs most effectively.
Instead, planners are dependent on traditional views of who
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does what, and on knowing what the professional-to-population
ratios are for a series of health professions in the community,
with the assumption that certain low ratios suggest the need

for certain kinds of professionals. Because of this traditiomal
view of the role of various health professions, it is difficult
to plan for the education of professionals as members of a

total health care team in a community; it is much simpler to
treat them individually as pharmacists, optometrists, dentists,
nurses, or physicians.

Planning in the health sciences has certain inherent limita-
tions. One is the autonomy of certain health professions.
Medicine, in particular, has a private establishment made up
of associations and accrediting/certifying bodies which exer-
cises enormous influence over the practice of medicine, and on
the educational programs which train physicians. Other 1limi-
tations on planning exist in the form of external influences
not subject to governmental control. For example, the medical
malpractice insurance situation in California has influenced
the practice of medicine, with many family physicians narrow-
ing the scope of their practice to avold extremely high insur-
ance rates. In other instances the actions of the federal
government may operate at cross purposes with the work of
planners at the state level. A good example is the federal
system of third-party payments for medical care. Such payments
are higher for speclalized medical care in hospital settings
than for family medicine in outpatient settings. Thus, the
state planmer has difficulty in inducing physicians and resi-
dents to be family physicians in the face of financial incen-
tives to the contrary. A third serious complication in health
sciences planning in California is the large number of pro-
fessionals who have been trained 1n other states, and the
continued influx of such people into the State in locations
and types of practice of their choice. In one sense this
influx i8 a fiscal bargain for California, inasmuch as the
State has acquired highly skilled health professionals without
the costs assoclated with trailning such people; this benefit
to the State, however, may be offset if the newcomers choose
to practice in locations and specialties already amply served,
making it even more difficult for the planner to mitigate the
maldistribution problem.

The educational planner, like the health manpower planner,
would prefer to plan toward the maintenance of wellness,
rather than the treatment of sickness, as the goal of the
health professions. Nevertheless, the system 1is still geared
to sickness. 1If the goal of health sciences education is to
train professionals who will care for the health of society,
albeit from a remedial rather than a preventive perspective,
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perhaps the postsecondary education establishment also has the
responsibility to train individuals to take responsibility for
their own health. We are ultimately responsible for our own
health--in that we are generally free to choose between health-
ful and unhealthful behavior--but society has the responsibility
of educating its citizens to make intelligent choices in the
area of personal health. (It may also have to assume the
burden of caring for those citizens whose health has been
impaired by unwise choices, as much a problem today as it was

in the New Testament parable of the Prodigal Son.)

It is clear that much preventive health care can and should be
carried out by laypersoms, particularly with respect to nutri-
tion, hygiene, exercise, use of tobacco and alcohol and drugs,
accident prevention, etc. Secondary and postsecondary educa-
tion institutions have traditionally tried to provide knowledge
and incentives which would enable individuals to assume respon-
gibility for these matters; unfortunately, courses in health,
hyglene, physical education, healthful living, etc., have
frequently been regarded——and rightfully so-—-by both students
and teachers as banal and useless. Thankless as the task may
be, educators will have to find more effective ways of orienting
students to good health habits.

In the field of preventive health care society must assume
responsibility for those problems which can best be addressed
collectively rather than individually. In addition to pro-
viding direct health care to some people and education to all,
government is concerned with insuring air and water quality,
providing protection from toxic substances, insuring safe
working conditions, promoting safe use of foods and drugs,
etc. Some of the results of this activity becomes controver-
sial, in findings of fact as well as judgment: the Food and
Drug Administration’s position on saccharin, opposition of
various state governments to laetrile, requirements for auto-
motive seat belts and motorcycle helmets, etc. Obviously,
postsecondary institutions educate the professicnals who work
in public health, but both secondary and postsecondary educa-
tion must also equip the individual consumer to sort through
the conflicting claims of fact and the issues of personal
freedom versus governmental responsibility.

Significantly, many of the issues of health maintenance in our
society are philosophical issues, a circumstance which suggests
the need for broad educational preparation which will enable
both the professional and the patient to respond wisely at

that level. Perhaps a greater challenge to the postsecondary
education establishment than improving health sciences educa-
tion 1lies in doing a better job of education for health of all
Californians.
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In concluding this first biennial Health Sclences Education Plam,
the Postsecondary Education Commission reaffirms its confidence in
the institutions of higher education, public and private, within
the State of California as responsible and effective primary re-
sources in health sciences education. Where imbalances exist in
the number and type of person being trained, in the demand for
educational opportunity compared to the need for health profes-
sionals, and in the nature and location of professional practice
chosen by graduates, the Commission believes that consultation
among all concerned parties can open the way to the planning and
coordination necessary to correct these imbalances.

Because of its strong involvement in health care and the associated
costs of that care, State government has perhaps a stronger claim
to broad purview over health sciences education than to most other
forms of education. The Postsecondary Education Commission, as an
agency with roots both in government and ir the academic world, is
confident that the consultation and cooperation advocated in this
Plan can facilitate the joint efforts of govermment and the academic
community which are needed to strengthen health sciences educatiomn
in California. Such efforts will also promote the diversity and
competency of health professionals, better health care for the
people of the State, and broader opportunities for all people in
California to pursue rewarding careers in the health sciences.

Even as it conciudes this first Health Sciences Education Plan, the
Postsecondary Education Commission is beginning development of the
second Plan. The Commission anticipates working closely again with
the Office of Statewide Health Plamning and Development, and taking
into account the second Health Manpower Plan produced by that agency.
The Commission also anticipates examining its own response to health
sciences education planning, including the role of goals and objec-
tives in such planning.
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California Postsecondary
Education Commission

Resolution 6-79

Approving

A Health Sciences Education Plan fo% California: 1978-~1980-

WHEREAS,

WHEREAS,

WHEREAS,

WHEREAS,

WHEREAS,

WHEREAS

WHEREAS,

RESOLVED,

Adopted

Section 22712.5 of the Education Code directs the Cali-
fornia Postsecondary Education Commission to issue a
biennial Health Sciences Education Plan, and

In developing 1ts Plan, the Commission is to take into
account the Health Manpower Plan issued by the Office of
Statewide Health Planning and Development, successor toO
the manpower planning responsibilities of the former
Department of Health, and

The Commission has considered the findings and recom-
mendations contained in the Health Manpower Plan, and

The Commission has collected extensive data on enroll-
ments and outputs of educational programs in Califormia
in medicine, nursing, dentistry, pharmacy, and optometry,
including, whenever possible, information on the sex and
ethnicity of the students in these programs, and

The Commission has consulted widely with educators,
professional practitioners, licensing boards, and other
interested parties in each of the five health science
education fields, and

The Policy Development Committee of the Commission has
met frequently to review and discuss each chapter of the
Plan, together with a series of recommendations based on
Commission staff's findings, and

The Policy Development Committee has approved, A Health
Sciences Fducation Plan for California: 1978-1980, in

1ts final form, including recommendations, and transmitted
the Plan to the full Commission for 1ts comsideration and
action; now, therefore, be it

That the California Postsecondary Education Commission
approve, A Health Sciences Education Plan for California:

1978-1980, including recommendations, and transmit the

Plan to the Legislature, the Governor, and appropriate
health and educational organizations.

July 9, 1979
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INTRODUCTION

The Health Sciences Education Plan has been developed by the Commis—
sion pursuant to Assembly Bill No. 1748 (Duify, 1976). Introduced
by Assemblyman Gordon Duffy, the bill calls for the Commission to
develop such a plan, taking into account the Health Manpower Plan
prepared by the State Department of Health, alsc mandated by the
same legislation. (The text of AB 1748 appears at the end of this
introductory section.)

The two plans differ significantly, both in purpose and content.

The Health Manpower Plan deals with California'’'s need for and cur-
rent supply of health professionals in several fields. The Health
Sciences Education Plan indicates the level of enrollment and the
output of training programs in these same health fields. After
assessing the current situation, each plan makes recommendations
concerning modifications of policies or courses of action which seem
necessary.

A brief historical background may help to explain the Commission’s
involvement in the Health Sciences Education Plan. AB 1748 was
introduced in 1975, but became a "two-year bill" and did not finally
become law until 1976. Late in the 1975 Session, when 1t became
obvious that the bill would be held over, Assemblyman Duffy obtained
legislative approval of an augmentation to the Commission's budget
together with budget control language requiring the Commission to
make a first effort at carrying out a study of both the demand for
and supply of health professionals in the several fields. The
Legislature appropriated $150,000 to the Commission for the study.

Subsequently, the Commission contracted with Dr. John Wong, a con-
sultant i1n health sciences educatiom, to carry out the study. In
spite of a very limited amount of time available for the study, Dr.
Wong, by subcontracting out variocus sections of the report, was able
to finish the project on schedule in April of 1976, at about the same
time that AB 1748 was being adopted. The John Wong Report, as it 1s
commonly called, 1n a single study pioneered the ground that was
later explored by the Department of Health and the Commission in
their respective plans.

The Health Sciences Education Plan is organized into seven chapters.,
The first five address the health fields identified in AB 1748:
medicine, nursing, dentistry, optometry, and pharmacy. The sixth
chapter explores the standing of underrepresented groups--women and
certain ethnic minorities--in the health professions, and the cur-
rent efforts to provide equal educational opportunity for these
groups.

The final chapter reports on the "state of the art'" in health sci-
ences education planning, as the Commission perceives it upon comple-
tion of this Plan. Ongoing 1issues to be considered in future plans



are discussed, including problems of data collection, the jurisdic-
tional overlap in planning, the utilization of mid-level profes-
sionals, the importance of an integrative view of health planning,
the inherent limitations of health sciences education planning, and
the need to develop planning that emphasizes wellness rather than
1llness.

In compliance with AB 1748 the Plan also considers the use of mid-
level practitioners or auxiliaries in each of the five health fields,
and the potential for substituting their services for those of the
senior professionals. Although not delineated in the legislatiom,
two fundamental assumptions seem to underlie the need for identi-
fying such personnel:

1. From a societal perspective, it makes good economic sense to
deliver health care at the lowest possible professional level
commensurate with quality care.

2, From the perspective of both society and health professionals,
it 1s wise to keep professionals as busy as possible with
challenges which tax the upper ranges of their capabilities
rather than the lower.

The five health disciplines have been examined according to the tri-
partite analysis called for in the legislation: (1) the adequacy of
educational programs in meeting the needs identified in the Health
Manpower Plan; (2) the adequacy of utilization of clinmical resources
throughout California; and (3) recommendations concernlng program
changes 1n health sciences education.

The bulk of the analysis, and the bulk of the collected data, in the
Commission's Plan deals with the adequacy of present programs in the
health sciences. The analysis covers:

e Qutput of programs, as measured by the annual number of grad-
uates or completers;

# Enrollments in each program 1n recent years;

® Role of mid-level practiticners in each field and the nature of
educational programs for these practitioners;

® Educational opportunities for those who are interested in careers
in each field;

® Special considerations for educatiomal planning in each health
discipline; and

® Findings concerning the status and adequacy of educaticn in each
of the five health sciences.
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Much of the Plan consists of the display of data, and the interpre-
tation of data. The reader should be aware of the caveats that
surround the heavy dependence on these data. First, the diversity
of sources of data which are necessary to achieve any degree of
completeness may introduce problems of noncomparability. The major
sources of data used in this Plan are listed below:

e HEGIS--Higher Education Generzl Information Survey

e University of Califernmia Statistical Summary

e California State University and Colleges Abstract

¢ Licensure Boards

® Professional Associations

® Segmental Administrations

¢ Individual Institutions

® Previous studies, e.g., the John Wong Report
It 13 obvious that these sources have different purposes in col-
lecting, storing, and releasing data. As a result, data collection
instruments, data elements, completeness, time-span, discreteness,
classification, and degree of detail, all vary considerably from
source to source.
Second, there is no way to verify certain data. Ethnicity, for
example, 1s measured imprecisely because of the voluntary nature of
1ts self-identification. HEGIS procedures, using guidelines of the
federal Cffice of Civil Rights call for '"mo response'" answers on
ethnicity to be prorated among the other categories; with a large
number of "no response" answers, the usefulness of such a procedure
1s questionable.
Third, the timeliness and completeness of data are always limita-
tions 1n drawing conclusions. While most of the data in this Plan

are reasonably recent, there are only a few vears of data available
for many of the trends displayed in the various tables.

SUMMARY OF RECOMMENDATIONS

The recommendations made in each of the chapters of the Plan are
summarized below.

111



Medical Education

1.

Because of the large and growing number of physicians now prac-
ticing or receiving graduate medical education in the State, no
additional medical schools or sub-campuses of medical schools
should be implemented or phased-in i1n Calafornia until the rate
of in-migration drops markedly. During this time, existing and
currently planned two-year programs should not be expanded
beyond two-year status.

The State should determine the mode and degree of State influ-
ence on medical education programs, particularly residencies,
which would achieve the most beneficial results in effecting
desired distribution of medical specialties and optimum utili-
zation of medical education as a means of providing health care
in underserved areas.

The health manpower and health science education planners of the
State should develop standards for assessing the adequacy of the
total health care which is available to urbam and rural Cali-
fornians, reflecting normal patterns of mobility but taking into
account the barriers——cultural, linguistic, economic, and psy-
chological--which may affect the utilization of existing health
care resources.

The State should provide for the certification of nurse prac-
titioners and should further defime this profession and the

scope of its practice. The educational and experiential require-
ments for certification should be established at a standardized
professional level, but should provide for a variety of paths

to the attainment of those requirements.

The State should encourage, through appropriate means, the re-

cruitment of medical students and residents from diverse back-

grounds, cultures, and languages, and should encourage, through
the medical education programs it supports, the development of

sensitivity on the part of physicians to the needs of people as
individuals and as members of diverse cultures and groups.

Nursing Education

1.

The Postsecondary Education Commission, together with the Divi-
sion of Health Professions Development in the Office of Statewide
Health Planning and Development, should jointly establish a task
force to make a differentiated assessment of statewide nursing-
care needs and manpower resources. This group should be made up
of nursing educators, health planners, hospital spokespersons,
legislative staff, representatives of licensure boards and pro-
fessional associations, working nurses, et al. The task force
should explore ways of determining the supply of and demand for
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nurses, fncluding specialists; resolve problems in the educa-
ticn, employment, and retention of the proper number and types
of nurses; and assist various agencies and organizations to work
together toward fuller utilization of nursing manpower resources.

In order to achieve better coordination and articulatiom, the
two boards now licensing nurses—-the Board of Registered Nursing
and the Board of Vocational Nurse and Psychiatric Technician
Examiners—-should be combined into a single board with respon-
sibilities for all licensure of patient-care petrsonnel.

Dental Education

1.

The State should clarify and codify the scope of practice of
extended-function dental auxiliaries, and should provide educa-
tional programs to prepare Californians for these paraprofes-
sional fields.

Greater use should be made of expanded role dental auxiliaries,
particularly in meeting dental needs in underserved areas.

Additional minority students should be recruited for careers as
dental auxiliaries as a means of facilitating community screen-
ing and peer counseling which will provide assistance and support
to people in underserved areas who need further dental care.

Pharmaceutical Education

1.

The State should provide in statute and regulation for the de-
lineation of function between a professional pharmacist and a
pharmacy technician, and should provide appropriate educational
programs in each field, taking into account the variety of roles
which pharmacists may fill, ranging from traditional retail
dispensing of drugs to the delivery of primary health care.

Optometric Education

1.

The State should include optometry in the AB 1503 experimental
health manpower programs in order to explore possible new roles
for optometrists in primary health care, and for optometric
technicians in-patient care.

Future health manpower plans prepared by the Office of Statewide
Health Planning and Development should investigate the overlap-
ping responsibilities of optometrists and ophthalmologists in
providing vision care, and should recommend public policies with
respect to the utilization of each kind of vision specialist.



Equal Educational Opportunity

1.

California institutions should continue outreach, recruiting,
and admissions programs to increase the number of minority and
women undergraduates as a means of increasing the numbers eli-
gible for programs in the health sciences.

Monitoring of educational opportunities in the health profes-
sions should be a part of any ongoing monitoring of affirmative
action activities by segmental headquarters and such agencies
as the California Postsecondary Education Commission. As a
part of such monitoring, those special State and federal pro-
grams presently operating to increase enrollment of ethnic
minorities and women in the health sciences should be evaluated
by January 1, 1981, to determine their effectiveness.

California institutions should coutinue to recruit and admit
additional, qualified ethnic minorities and women in the health
sciences to offset the historic underrepresentation of these
sroups. Women, as a group, are underrepresented in proportion
to their numbers as college graduates, as well as their numbers
in the total population. They should be given special priority
in these recruiting and admission efforts.

All entities of State govermment which support, goverm, oOr
administer education, from the Legislature to local campuses
and public school systems, should increase their efforts to
identify and overcome those barriers which have prevented mi-
norities and women from participating fully in professional
education in the health sciences. Such efforts should be
assigned high priority in the allocation of public resources
of time and money.

Enabling Legislation

The text of AB 1748, the legislation calling for the Health Sciences
Education Plan, appears below.

Assembly Bill No. 1748

CHAPTER 600

An act to add Sections 22712.53, 22712 6, and 227127 to the Educa-
tion Code, and to add Article 19 (commencing wiath Section 429 94)
to Chapter 2 of Part | of Division | of the Health and Safety Code,
relating to health services

{Approved ov Governor August 26, 1976 Filed with
Secretary of State August 27, 1976 ]
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LEGISLATIVE COUNSEL S DIGEST
AB 1748, Duffv  Health manpower planming and educaton
Existing law prowvides for a state medical confract program to pro-
vide aid for education and traiming in the area of pnmary care famly
phvsicians’ services and provides for a Health Manpower Policy
Commussion with specified duties in such connection

The bul would require the State Department of Health to prepare
a Health Manpower Plan containing specified elements for Califor-
ma. The bill would require the State Department of Health to 1ssue
an updated Health Manpower Plan to the Legislature, Governor, and
the Califorma Postsecondarv Educaton Commnussion on or before
September 1, 1977, and ienmaily thereafter The bill would require
the Cahformia Postsecondary Education Comunission to 1ssue a
Health Sciences Education Plan, based on the Health Manpower
Plan 1ssued by the state department, and to 1ssue an updated Health
Sciences Education Plan to the Legsiature and the Governor on or
before March 1, 1978, and bienmallv thereafter

The people of the State of Califorrua do enact as follows

SECTION !. Sechon 22712.5 1s added to the Education Code, to
read

227125 The commussion shall 1ssue a Health Sciences Education
Plan which shall take into account the Heaith Manpower Plan 1ssued
by the State Department of Health pursuant to Section 429 96 of the
Health and Safety Code

SEC. 2. Section 22712.6 15 added to the Educahon Cede, to read

22712.6 The Health Sciences Education Plan shall consist of at
least the following elements.

(a) A finding, taking into account the findings of the Health
Manpower Plan issued by the State Department of Health, as to
whether health sciences education enrcllment levels are adequate to
meet the needs 1n Califorma for health personnel, by category and
specialty within each category

(b) A finding as to the extent to which the sites of health sciences
traiming programs make maxmum available use of exsting clhimcal
and classroom resources throughout the state

(¢} Recommendations concerming the establishment of tew
programs or the eliminahon of exishing programs 1n health sciences
according to findings 1n subdivisions (a) and (b)

SEC 3 Section 22712.7 1s added to the Education Code to read

227127 The commussion shall 1ssue an updated Health Sciences
Education Plan and recommendatons to the Legislature and the
Governor on or before March 1, 1978, and on or before March 1 of
every even-numbered calendar vear thereafter

SEC 4 Article 19 {commencing wath Section 429 94} 15 added to
Chapter 2 of Part 1 of Division 1 of the Health and Safetv Code, to
read
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Article 19 Health Manpower Planming

40994 The state department shall prepare a Health Manpower
Plan for Califormia The plan shall consist of at least the following
elements

(a) The establishment of appropnate standards for determining
the adequacy of supply m Cabiforma of at least each of the following
categones of health personnel phvsicians, mudlevel medical
practiboners (physician’s assistants and nurse practiioners) nurses,
dentists, midlevel dental practitioners tdental nurses and dental
hvgienists), optometrists, optometrv assistants, pharmacists. and
pharmacy techmcians

(b) A deterrunation of appropnate standards for the adequacy of
supplv of the categornes in subdivision (a) shall be made bv taking
wnto account all of the following current levels of demand for health
services in California, the capacity of each categorv of personnel in
subdivision (a) to prownide health services, the extent to which
rudlevel practibioners and assistants can substitute their services for
those of other personnel, the hkelv impact of the implementation of
a natonal health insurance program on the demand for heaith
services 1 California, professionallv developed standards for the
adequacv of the supply of heaith personnel, and assumptions
concermng the future orgamzation of health care services in
Califorma

{¢) A deterrmnation of the adequacv of the current and future
supply of health personnel by category wn subdivision {a) taking umto
account the sources of supplv for such personnel in Califorma, the
magrutude of unmugration of personnel to Califforma, and the
likelihood of such immugration continung,.

(d) A determnation of the adequacy of the supply of specialtes
within each categorv of health personnel in subdivision (a) Such
determunation shall be made, based upon standards of appropnate
supply to specialty developed, in accordance with subdivision (b)

(e) Recommenddnons concerming changes in health manpower
pohcies, licensing statutes, and programs needed to meet the state s
need for health personnel

19995 The state department shall consult with the Health
Manpower Policy Comrmission, health svstems agencies, and other
appropriate orgamzations in the preparation of this plan

19996 The state department shall 1ssue an updated Health
Manpower Plan and recommendations to the Cahforma
Postsecondarv Education Commussion. the Legslature, and the
Governor on or before September 1, 1977, and on or before
September 1 of each odd-numbered calendar vear thereafter
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CHAPTER I
MEDICAL EDUCATION

California has eight medical schools., Five are located on campuses
of the University of California: Davis, Irvine, Los Angeles, San
Diego, and San Francisco. The other three are operated by indepen-
dent institutions: Loma Linda University, Stanford University, and
the University of Southern California.

There also are three institutions which provide some portiom of
medical education. The Riverside and Berkeley campuses of the Uni-
versity have small basic medical science programs which prepare
students for clinical training at the Los Angeles and San Francisco
campuses, respectively. The Charles R. Drew Postgraduate Medical
School in Compton, a private institution operating with partial
State support, offers graduate medical education. Recently, the
School concluded an agreement with the Regents of the University of
California to provide third- and fourth-year clinical education for
UCLA medical students.

In addition to eight medical schools there are hundreds of sites
around the State which provide clinical training and/or postgraduate
specialty training 1n various residencies. These sites, which are
generally hospitals, have tended in the past to be reasonably close
geographically to the medical schools with which they are affiliated,
a significant exception being a cluster of clerkships, preceptorships,
and residencies in Fresno affiliated with the University of California
at San Francisco. In recent years, decentralization of residencies
has taken place in some areas of the State.

Before examining the nature and scope of California's programs for
training physicians, it would be well to offer an additional expla-
nation of graduate medical education. Some graduate education is in
the area of advanced academic specialties such as physiology or pathol-
ogy, and leads to graduate degrees. Enrollments and outputs of these
programs can be identified readily by the educational planmer, but

are not relevant to the Commission's plan; they represent physicians
(and nonphysicians) becoming more highly qualified academically, rather
than additional new physicians being trained or new specializations
acquired. Such physicians, however, are an important source of future
teachers and researchers in medical educatiomn.

A much greater portion of graduate medical education takes the form
of residency training. Residencies lead neither to advanced degrees
nor to licencure--the goals of most profesgional education programs.l

1. The traditional one-year, post-M.D. .nternship required for
licensure is now treated as the first year of residency. Thus,
all medical graduates participate in at least one year of resi-
dency training in order to become licensed.



Rather, they lead to certification by an appropriate specialty board,
with a commensurate choice of career specialization for the physi-
cian. Unlike graduate medical programs, residencies are relatively
difficult for the educational planner to i1dentify, but are very
important for planning purposes since choice of residency determines
the future mix of medical specialists.

In considering medicine as the first of five health science disci-
plines under review, the Commission's plan will explore: {1) the
quantitative adequacy of programs, as measured by outputs and enrcll-
ments; (2) programs for mid-level practitioners; (3) the adequacy of
opportunities for medical training; (4) special considerations in
medical education planning; and (5) the adequacy of utilization of
clinical sites and facilities for medical education.

ADEQUACY OF PROGRAM S1ZE

In its Health Manpower Plan, the Department of Health made four basic
findings relative to the supply of physicians in California:

1) There is not now and there is not anticipated to be
(in the next five to tenm years) an overall shortage
of physicians in California.

2) There is now a geographic maldistribution of physa-
cians in California. While some urban areas of the
State have an abundance of physicians available, over
3.4 million Californians (primarily minority persoms
residing in urban barrios and ghettos of the State,
as well as many rural Californians) do not have ade~
quate access to physician services.

3) There 18 now a specialty maldistribution with short-
ages in family practice/general practice on the one
hand, and with substantial, and apparently increasing,
surpluses of physicians in many specialties.

4) There are insufficient minority physicians who can
provide linguistic and culturally sensitive health
services to the 25% of the State's population who are
underrepresented 1n the health professions.

Thus, the situation to which the Postsecondary Education Commission
responds in this, its first, Health Sciences Education Plan is essen-
tially, in the case of physicians, one of geographic and specialty
maldistribution and of a shortage of minority physicians.

There appear to be several basic assumptions which underlie the
recommendation in the Health Manpower Plam:
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1. Determining what is an adequate number of physicilans is an
imprecise art. The Health Manpower Plan quotes Ruth Hanft,
a health care expert, as saying, "There is no scientific,
right, or rational method of estimating what kinds of health
manpower a nation, state, or area needs, and we will use
judgments, proxies, and insufficiently substantiated assump-
tions to determine numbers."

2. The adequacy of the supply of physicians is measured in terms
of physician response to 1llness, not wellness, although
maintaining wellness is the preferred goal of medical care.

3. The in-migration of physicians into California from other
states will continue at the same level.

4. No significant changes will occutr in the present organiza-
tion and funding of health-care delivery services.

While accepting the Department of Health's findings, the Commission
is aware that their relevance for the future depends to a large
degree upon the validity of and limitations imposed by the basic
assumptions of the Health Manmpower FPlan.

In reporting on the size and scope of physician training programs

in California, the Commission has assembled information omn: (1) the
output of training programs (for medical schools, the number of M.D.
degrees conferred; for residencies, the number of new specialists
being certified); (2} the enrollment levels in medical education

and various residencies; and (3) the admissions success of appli-
cants to medical school. The composition of recent graduating
classes and current enrollments by sex and ethnicity will be covered
in a later chapter devoted to equal educational copportunity and
affirmative action.

Output of California Medical Schools and Residencies

Table M-l indicates the number of graduates of Califormia medical
schools from 1965-66 through 1976-77. During the past twelve years,
the annual output of these schools has doubled. Not only has the
number of graduates increased, but two new medical schools have been
opened during this period at the Davis and San Diego campuses of the
University.

The output of independent institutions has increased by 89 percent
and that of public institutions by 111 percent. Only one medical
school, the University of California at Irvine, did not increase
1ts output of graduates during this decade.



TABLE M-1

M.D. Degrees Awarded at California Institutions

ACADEMIC TEAR

Medical 1965 66 67 68 69 70 71 72 73 74 75 76 77
School 1966 67 68 69 70 71 72 73 74 75 76 77 78
UCSF 99 1ol 128 130 126 131 122 133 136 137 156 139 148
UCLA 70 68 16 11 18 113 130 136 132 L& 158 158 152
UcD - - - - - - 4% 49 50 95 99 101 89
UcCI 88 87 8% 75 58 64 684 67 63 64 74 az 76
ucsD - - - - - - 4L5% 50 52 48 65 59 38

Total

Public 257 256 293 276 262 308 407 435 433 488 552 5319 554
usc 63 71 87 49 73 74 84 a5 103 97 113 134 138
Stanford 54 48 61 a1 69 69 75 a8 74 81 72 107 94
Loma Linda a9 38 a3 69 85 95 97 220 133 83 157 151 143

Total

Private 06 207 211 199 227 238 156 383 310 261 342 392 373

Grand

Total 463 463 504 475 489 546 663 B23 743 749 B9 911 927

*First greduating class

Sources. John C. Wong, Health Manpower Study of Selected Health Profesgions in Califormia,
1976, and the Higher Education General Information Survey.

Table M-2, on page 5, shows the estimated 1977 output of newly
certified physicians from nonfederal residencies and from federal/
military residencies.

In analyzing this table, one should remember that residencies are

not generally subject to close coordination and control by the State.
Residencies are sponsored by hospitals, which are responsible for
paying the stipends of the residents—approximately $15,000 per annum.
State funds go directly only to resldencies connected with the Uni-
versity of California or with State hospitals. (Additional State
funds may be awarded by the Health Manpower Pollcy Commission to
hospitals for family-practice residencies under the Song-Brown Act.)
In the University's teaching hospitals, one faculty position is
authorized for every seven residents, and in affiliated hospitals,
one for every ten residents. Within the University of California,

36 percent of the residencies are in teaching hospitals, and 64 per-
cent are in affiliated hospitals. All of these positions are subject
to State coordination, at least through the budget review process.



TABLE M-2

Estimated 1977 Qutput of Speciaiists
Completing Residencies in California

Yon~Federal Federal/Military
Primary Care Annual Completions Annual Completions
General Practice 18 0
Family Practice 200 16
Internal Medicine 846 36
Pediatrics 348 26
Qbstetrics/Gynecology 132 17
Total 1,344 95
Non-Primary Carce
Anesthesiology 107 12
Dermatology 37 6
Neurological Surgery 16 Q
Neurology 49 2
Nuclear Medicine 14 2
Ophthalmology 65 7
Orthopedic Surgery 73 10
Octolaryngology 38 b
Pachology 107 10
Forensic Pathology L 0
Neuropathology 1 0
Pediatrics~-allergy 2 0
Pediacrics=-Cardiology 1 0
Physical Medicine & Rehabilitarion 13 1
Plastic Surgery 12 0
Pablic Health 1 o]
Occupational Medicine 0 1]
General Prevearive Madicine 2 o
Psychlactry 14 L4
Psychiatry~-Child 43 3
Radiology 22 g
Radiology-Diagnostic 128 7
Radiology-Therapeutic 19 1
Surgery 216 15
Surgery=Thoracic 15 2
Surgery~Urclogical 33 )
Allergy/Immunization 7 0
Emergency Medical Services 24 0
Fellows 45 4
Iaterns 28 14
Medical Specilalties 117 Q
Pediatric Specialties 32 a
Other 1 Q
Flexible 30 12
Total 1,665 143
Total, All Specialtiaes 3,009 238

Source: 1977 Health Department Survey of Residencies. Flgures are estimates.



Residencies which are not affiliated with the Universaty of Cali-
fornia-~52 percent of the total in the State-—are subject to little
or no statewide planning and coordination, even though they may
indirectly receive State assistance in the form of Medi-Cal payments
which go to hospitals for services provided to patients. These
payments become a part of the hospital's total operating budget from
which residencies are funded.?2

It is also useful to keep in mind that the accreditation of residen-
cies is provided by the Liaison Committee on Graduate Medical Educa-
tion, a national organization representing various interest groups,
including those of medical education and heospital administration.
Affiliation with a medical school is not a requirement for accredi-
tation; only about 63 percent of the residency positions in Cali-
fornia are in programs affiliated with a medical school.

Several interesting observations can be made from this display of
the output of residencies:

2.

1.

Approximately 3,200 physicians complete residencies and
become certified in Califormia each year, a much larger num-
ber of physicians than the 900 or so who graduate from medi-
cal school. Yet, public educational policies have paid more
attention to the output of medical schcols tham to the out-
put of residemncies.

The output of new primary-care specialists is 45 percent of
the total output of new specialists, short of the 50 percent
which federal and State planners have indicated is the de-
sired goal. Further, the 45 percent figure may overstate
the number of primary-care physicians who are ready to prac-
tice, since some of those in 1internal medicine and pediatrics
may actually be moving toward a specialization within those
fields.

More than 90 percent of the newly certified specialists are
avallable for ecivilian health care if they choose to stay in
California. The balance have been trained in federal and
military programs, although these physicians may also be
available for civilian medicine if they leave the service
and locate in California.

There is relatively low output from residencies identified by
the Department of Health as being particularly desirable:
occupational medicine, preventive medicine, and public health.

Further public support of residencies occurs in tax-supported
hospitals which offer residencies: 1in Califernia, seventeen
federal hospitals, twleve State hospitals, and eighteen local
hospitals.
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Enrollments in California Medical Schools and Residencies

Enrollments in California medical schools are displayed in Table M-3.
Actual fall enrollments are reported for 1972-77, and projected
enrollments are indicated for 1978-81l.

Table M-3 shows that enrollments in California medical schools have
grown 23.0 percent during the past five years, but have leveled off
in the last two. Enrollment growth rates have been similar for pub-
iic institutions (22.4%Z) and private institutions (23.8%). During
this time, the overall number of graduates has risen 40 percent,
suggesting that the slower rate of enrcollment increase will soon be
reflected in a2 slower rate of 1ncrease in graduates. The projec-—
tions for the University's five medical schools are from a 1975 plan
for the health sciences submitted to the Legislature. As Table M=-3
indicates, the University anticipates increased enrollments at
Irvine, Los Angeles, and San Diego.

TABLE M-3

Enrollment in California Medical Schools

Acrual Projected

Medical 1972 73 74 75 76 77 78 | 79 30 81
School 1973 74 75 76 77 78 79 80 31 a2
ucop 293 347 401 408 405 402 406 400 400 400
ucl 258 246 257 301 308 293 312 364 377 i-1:]
UCLA 550 557 604 617 598 382 596 632 656 656
UCR - - - - - 16 35 48 48 48
Ucsop 211 233 275 318 340 380 420 456 488 512
DCSF 555 565 575 633 390 513 626 616 616 616

Total

Public 1,867 1,950 2,112 2,277 2,241 2,286 2,395 2,516 2,585 2,618
Loma Linda 456 599 627 640 572 571 642 NA Na NA
Stanford 334 370 374 396 352 387 340 3169 NA NA
Usc 445 439 472 517 541 570 587 570 560 560

Total

Privace 1,235 1,408 1,473 1,553 1,465 1,528 1,569 NA NA NA

Grand

Tocal 3,102 3,358 3,585 3,330 3,706 1,814 31,964 NA NA NA

Sources. UC Statistical Summary; HEGIS; UC Office of Health Affairs.

The total number of residency positions currently filled ian Cali-
fornia 1s displayed in Table M-4. Although "enrollment" is not a
term ordinarily used in connection with residencies, the number of
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filled positions corresponds to the enrollment of residents. Resi-
dents are sometimes identified as "house staff," which makes it more
difficult to think of them as students enrolled in a training program.

TABLE M-4

Estimated Number of Residents 1n
Training in California, 1977

Number in Number in Number in
Training, Traiming, Training,
Primary Care Non-Federsl Military/Federal Total
General Practice 36 a 36
Family Practice 399 47 646
Internal Medicine 1,939 110 2,049
Pediatrics 696 52 748
Obstetrics/Gynecology 462 58 520
Total 3,732 267 3,999
Non-Primary Care

Anesthesiology 322 38 358
Dermatology 110 18 128
Neurological Surgery 63 0 63
Neurology 146 [ 152
Nuclear Medicine 29 4 33
Opbthaimology 195 22 217
Orthopedic Sargery 291 40 jal
Otolaryngology 153 24 177
Pathology 322 io 362
Forensic Pathology 3 Y] 3
Heuropathology 2 0 2
Pediatrics-Allergy 4 a 4
Pediatrics-Cardiology L 0 1
Physical Medicine & Rehabili{tatdon 38 3 41
Plastic Surgery 30 0 30
Public Health 3 0 3
Occupaticnal Medicine 0 0 0
General Praventive Medicine 7 0 7
Psychiatry 628 29 657
Psychiatry~Child 85 6 91
Radiology 66 0 -1
Radiology-Diagnostic 185 53 438
Radiology-Therapeutic S8 3 6L
Surgarv 863 58 921
Surgery-Thoracic 30 3 33
Surgery-Urological 105 15 120
Alleygy/Immmization 15 4] 15
Emergency Medical Servicesg 47 Q 47
Fellows 131 18 199
Interns 112 58 171
Medical Specialties 352 0 352
Pediatric Specialties 96 0 96
Other 1 0 1
Flexjible 321 48 369
Total 5,067 474 5,541
Total, All Specialties 8,799 741 9,540

Source: 1977 Health Department Survey of Residencies.
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An analysis of the data in Table M-4 reveals that the percentage of
residency positions in primary care is 44 percent overall, and 43
percent for nonfederal residencies. This is well short of the 50
percent which federal and State plaaners have indicated is the
desired goal in primary care by 1980. More residency positions are
available in internal medicine than any other field, followed by
surgery, psychiatry, pediatrics, family practice, and obstetrics/
gynecology. Thus, four of the six most popular residencies are 1in
primary care. Nevertheless, the net effect of large numbers of
residencies in areas such as anesthesiology, ophthalmelogy, ortho-
pedic surgery, otolaryngology, pathology, and radiology is to out-
number the residencies 1n primary care.

One of the characteristics of the State's total population of medi-
cal residents is that most of them are not graduates of California
medical schools. Table M-5 indicates the source of residents who
train in California.

TABLE M-5

Source of Residents 1n California Residency Programs

Number from ather Number
Number from Calif. American/Canadian from foreign Total number
medical schools medical schools medical schools of residents
1972=73 1,562 (28%) 3,706 (6623 33g (61} 5,606
1973=74 1,708 (28%3) 4,152 (67%) 342 (51} 6,202
1974=75 1,750 (28%) 4,204 (B73) 326 (5%) 6,280
1975=76 1,866 (311) 3,861 (642) 273 (5%) 6,000

Source. JAMA Medical Education Issue and AMA Directory of Accradited Residencies,
1977=78.

It is clear that residencies provide graduate education to many
people from out of state. With several thousand first-year resi=-
dency positions to be filled each year, and less than one thousand
new M.D.s being graduated annually from California medical schools,
the State must look to out-of-state graduates. Thus, a character-
istic of graduate medical education in California is a high percent-
age of nonresident students.

Enrollments in residencles affiliated with California medical
schools are displayed in Table M-6. Two problems in the collection
of residency data are worth noting. First, it is necessary to gather



data on affiliated residencies from several sources,3 which intro-
duces the risk of noncomparable data. Second, there are a number
of residencies which are not affiliated with medical schools, and
therefore go unreported in such a summary. The Department of
Health's survey of residencies in 1977 identified 8,799 filled non-
federal residencies in California (Table M-4); Table M-6 identifies
only 5,551 (63%) that are affiliated with medical schools.,

TABLE M-6

Enrollments in Affiliated Residencies

Year
[nstitution 197374 1974-75 1975=76 1976=77 1977-18
Uch 290 4303 «51 481 543
ucl 416 540 454 502 565
UCLa 1,266 1,317 1,405 1,478 1,541
ucsp 333 349 360 3&0 390
UCSF 6596 812 837 1,064 11003
Total, UC 3,001 3,421 3,507 3,885 4,042
Loma Linda 147 190 175 213 224
Scanford 332 365 3l 376 523
Usc 927 B854 913 367 762
Total, Private 1,406 1,409 1,499 1,456 1,509
Tocal, ALl 4,407 4,830 4,956 5,341 5,551

Sources: 1973-76, JAMA; 1972, UC Staciastical Summary; 1977 Department of Health Survey.

This summary of enrollments in affiliated residencies has been com-
piled from several sources. As shown, the number of affiliated
residency positions in California has increased by 26.0 percent
during the past five years. Most of this growth has occurred in

the University of California, where residency positions have in-
creased by 34.7 percent. In the three independent medical schools,
the number of residency positions increased only 7.3 percent during
the five-year period. It should be noted that some growth 1in resi-
dencies may be more apparent than real, representing better account-
ing of existing programs and affiliation of existing programs.

3. No single source exists for residency data as an educational
statistic. HEGIS does not report residencles since they are
not degree-oriented programs. The Commission's information
system has data for only the most recent enrollments. The
Journal of the American Medical Assoclation repeorts residency
enrollment only since 1974 in a comparable form, and also has
a time lag of a year. The Department of Health survey was con-
ducted by telephone to obtain 1977 data.
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Although information on the distribution of residencies by specialty
is not available for California medical schools as a group, it is
available for the University of California. Table M-7 displays the
number of residency positions budgeted for the University in 1977-78
and 1978-79, and the number of positions by specialty budgeted for
each of the five medical schools in 1978-79.

From Table M-7 one can conclude that emphasis on primary-care spe-
cialties 1in University residencies varies from campus to campus.
Davis has 49.0 percent of its residency poesitions in primary-care
specialties, Irvine has 46.7 percent, Los Angeles has 45.3 percent,
San Francisco has 43.0 percent, and San Diego has 39.1 percent. In
the University's 1978-79 budget, primary-care specialty housestaff
positions were increased 4.3 percent over 1977-78, while nonprimary-
care positions were increased 3.5 percent.

TABLE M-7

Current Distribution of Residencies, UC

uc uc I ucD uct UCLA Jcsp UCSF
Primary Cars 77-78 18-79 i 78-79 78-79 78-79 78-13  78-79
[
Famly Praccice 403 484 bo1z7 53 166 49 89
Internal Medicine 922 863 ! 23 147 361 64 203
Obstetrica/Gynecology 201 203 | 26 24 80 19 54
Pediatrics 252 301 ! 36 51 70 35 109
Flexible 63 64 a 0 34 Q 30
Total 1,841 1,920 282 275 711 167 485
NHon-Primary Care
allergy and Immunology 11 13 0 4 6 3 0
Anesthesiology 162 160 16 8 56 23 57
Dermatology 55 36 2 10 23 5 16
Emergency HMedicine 0 32 0 Q 20 0 12
Intarnal Medical Specialties 310 370 i 40 54 191 12 73
Neurxological Surgery 33 31 5 6 9 1 10
Nuclear Medicine 15 23 8 5 L 2 7
Ophthalmology 81 74 8 9 26 ] 23
Orthopedic Surgery 121 119 12 13 30 16 46
Otolaryngology 69 63 9 7 20 8 21
Pachology 154 158 13 21 49 29 41
Pediatric Spacialties 104 94 4 10 54 2 24
Physical Medicine and Rehab 25 K} 9 13 9 0 0
Plastic Surgery 18 18 2 4 6 2 4
Pgvchiatry and Neurology
Psychiacry 319 3ol 3 38 118 16 76
Child Psychiatry 47 60 & 7 29 & 14
Neurclogy BS a8 12 9 33 18 16
Radfology
Diagnoetic Radiology 197 184 30 0 43 26 55
Theraupeutic Radiology 30 27 3 2 6 2 14
Surgery-Gareral 192 403 68 49 115 35 116
Thoracic Surgery 12 12 2 4 2 2 2
Urology 50 50 7 8 14 8 13
VYascular Surgery 1 1 g 1 J Q 0
Total 2,291 2,370 294 341 860 260 6a2
Total, ALl Specialties 4,132 4,290 576 589 1,571 427 1,127

Source: UC Office of Health Affailrs
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The distribution of residencies in the University system over six
years can be seen in Table M-8, which shows the number of positions
utilized in each specialty. Because of changes in terminology, and
the elimination of the "internship" category, the first two years
of the table are comparable, and the last four years are comparable,
but not the entire table. Overall totals for the six years are
comparable, however, as are totals for those specialties which re-
tain distinct identities throughout the period.

According to these data, which are furnished to the Department of
Finance by the University, the number of budgeted residency posi-
tions has increased by 45 percent over the last five years. The
number of positions in primary-care specialties increased even
faster: family practice, 340 percent; internal medicine, 128 per-
cent; pediatrics, 87 percent; obstetriecs/gnymnecology, 52 percent.
It is 1nteresting to note the discrepancy between the overall rate
of growth of residencies in the University as noted in this table--—
45 percent—and as noted in Table M-6--54.2 percent. The data in
Table M-6 are gathered by the American Medical Association and the
Associlation of American Medical Colleges directly from medical
schools, while the data in Table M-8 are gathered by the President’s
office of the University of California. The obvious differences in
the two tables highlight the problem of comparability of data in a
health sciences education plan such as the Commission's.

It 18 also apparent from Table M-8 that the percentage of University
residencies in primary care has been increasing markedly each year:
in 1978-79, 44.8 percent of the residencies are in primary-care
specialties, up from 37.3 percent just three years earlier. As
noted previously, some of this growth may reflect affiliations of
existing programs, rather than the creations of new programs.

To summarize, the data on output and enrollment of medical educa-
tion and graduate medical education in California show a pattern of
vigorous growth in recent years. This growth

l. is somewhat faster in the public sector than in the private
sector;

2. 1is considerably greater for graduate medical education than
for professional medical education;

3. 1is comnsiderably greater for primary-care residencies than
for non-primary care;

4. has not yet~produced a balance between primary care and non-
primary care among newly certified physicians;

5. 1s fed, in the case of residencies, by heavy in-migration
of new residents from other states and countries;
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6. appears, in the case of medical school enrollment, to have
leveled off during the past two years.

These data do not necessarily establish the adequacy of California's
total medical education effort without reference to some standard or
craterion. However, they do suggest that if this program has brought
California to its present situation--which the Department of Health
identifies as an adequate supply of physicians--and if the program
continues to grow somewhat faster than the State’s population, then
we apparently have a medical education program more than adequate

for our needs, given the continued in-migration of physicians.

MID-LEVEL PRACTITIONERS

Medicine like other health fields utilizes paraprofessionals, or
mid-level practitioners, in the delivery of health care. The prin=-
cipal mid-level practitioners in medicine are the physiclan's assis-
tant (P.A.) and the nurse practitioner (N.P.). These two occupa-
tional classifications have been widely heralded as a new generation
of health professionals who could extend the effectiveness of the
physician and provide quality health care.

The physician's assistant is a certified category of health profes-
sional regulated by the Board of Medical Quality Assurance under
provisions of California's Business and Professions Code. The nurse
practitioner is not specifically a licensed category of health pro-
fessional in Califormia, although recent legislation has directed
the Board of Registered Nursing to provide for standards for those
who wish to call themselves nurse practitioners. There 1s statutory
provision for the certification of one other category of mid-level
practitioner closely related to the nurse practitioner: the nurse
midwife.

Physician's assistants have generally been utilized in a fairly nar-
row range of activities in the offices of physicians and in health
care institutions. Nurse practitioners have functioned more auton-
omously and diversely, and in some instances have operated at some
distance from the physicians to whom patients needing additional
care are referred. Programs for physician's assistants do not show
much growth; this static condition may suggest lesser career oppor-
tunities, mobility, and acceptance by the public and the medical
profession for physician's assistants than for nurse practitioners.

Training programs in California for mid-level practitioners are dif-
ficult to i1dentify and measure through standard educational reporting
mechanisms, inasmuch as they are largely not degree oriented and do
not even have a clearly defined level of instruction, such as upper
division, graduate, etc. Although statutes indicate that a graduate
of a physician's assistant program should have the equivalent of an
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A.S. degree, none of the Community College physician's assistant
programs listed in the Commission's Inventory of Academic and Occu-
pational Programs in California Colleges and Universities is approved
by the State; neither is the lone B.S. program which is listed.

Nurse practitioner programs are equally imprecise about the educa-
tional level of instruction. Graduates of two-year nursing programs
are trained in nurse practitioner programs along with graduates of
three-year programs, B.S. programs, and conceivably even master's
programs. Some of the N.P. programs award a certificate, and others
award a bachelor's or master's degree.

It 1s somewhat easier to identify physician's assistant programs,
inasmuch as they are subject to approval by the Physician's Assistant
Examining Committee of the Board of Medical Quality Assurance. HNine
such programs have been approved in California, along with twenty-
slx out-of-state programs. The California programs and their em-
phases are as follows:

Stanford/Foothill College Primary Care
Stanford/San Jose Hospital Emergency Care
UCLA/Drew Postgraduate Medical School Primary Care
UCLA/Drew/Martin Luther King, Jr.

General Hospital Emergency Care
USC/Cerritos College Orthopedics
USC/L.A. City College Primary Care
USC/L.A. County Medical Center Emergency Care
UCSD/University Hospital Allergy
UCLA/Harbor General Hospital Obstetrics/Gynecology

It is understandably difficult to obtain enrollment and ocutput infor-
mation on these programs. However, the Health Professions Develop-
ment section of the Department of Health has the following cumulative
totals of graduates: i

Program Total Graduates
Stanford 93
Drew 129
uUsc 69
UCSD N/A (reportedly defunct)
Harbor General 77

The most readily identifiable nurse practitioner programs are those
in family practice funded by the Song-Brown Act and monitored by the
Health Manpower Policy Commission. The following programs are in
that category:
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uch Family Nurse Practitiomer
Master's degree/certificate

Drew/King Family Nurse Practitiomer
Certificate

UCLA Family Nurse Practitioner
Master's depree

Sonoma State College Family Nurse Practitioner

B.5. degree/certificate

The Health Manpower Policy Commission has also identified nurse prac-
trtioner programs in areas other than family practice. These include:

L.A. County/Harbor General Women's Health Care N.P.

UCLA Primary Ambulatory Care N.P.,
Pediatric N.P.

UCSF Adult Care N.P.

CSU, Long Beach Primary Care, Pediatrics,
Geriatrics N.P.

UcsD Primary Care (Obstetrics/Gynecology,

Pediatrics, Family) N.P.

The Health Manpower Policy Commission has identified the total cumu-
lative output of these programs as follows:

Cumulative Total

Program of all Graduates

UCD Family Nurse Practitioner 220
Drew/King Family Nurse Practitiomer

(formerly Adult Care) 21
UCLA Primary Ambulatory Care Nurse Practitionmer 64
Sonoma State College Family Nurse Practitiomer 58
L.A. County Harbor General Women's Health

Care N.P. 86
UCSF Adult Care Nurse Practitioner 50
CSULB Primary Care, Pediatrics, and

Geriatrics N.P. 14
UCSD Primary Care (Obstetrics/Gynecology,

Pediatrics, and Family) Nurse Practitioner 60
UCLA Pediatric Nurse Practitioner

{now defunct) 90

Nurse practitioner programs in other areas also appear on lists of
programs obtained from various sources: pediatric nurse associate,
women's health care specialist, obstetrics/gynecology nurse special-
ist, primary care assistant, medical nurse specialist, etc. Many of
these designations are identified with programs authorized under

AB 1503 (Chapter 1350, Statutes of 1972) as Experimental Health
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Manpower Pilot Projects.4 Some of these categories, however, seem
quite loosely defined; the line between what is postgraduate spe-
cialty training in nursing and what 1s only a continulng education
program is not very precise at this poant.

The result of this imprecise designation is a lack of understanding
of the role of nurse practitioners. The Legislature expressed its
concern about this problem in a recently enacted sectiom of the
Business and Frofessions Code:

The Legislature finds that various and conflicting defini-
tions of the nurse practitioner are being created by state
agencies and private organizations within California. The
Legislature also finds that the public is harmed by con-
flicting usage of the title of nurse practiticner and lack
of correspondence between use of the title and qualifica-
tions of the registered nurse using the title. Therefore,
the Legislature finds the public interest served by deter-—
mination of the legitimate use of the title '"nurse practi-
tioner" by registered nurses. (Section 2834.)

Natiomal certification of specialized competence exists in nursing,
making it possible for a pediatric nurse practitioner or family
nurse practitioner to be so designated. The Board of Registered
Nursing does not give legal sanction to such credentials, however.
Reflecting the orientation of the Department of Consumer Affairs,
the Board believes that the State should not delegate the approval
or certification process to a private organization. There is a
conspicuous exception te this general principle, however, in the
certification of nurse-midwives by the Board; requirements for State
certification of nurse-midwives include certification by the American
College of Nurse-Midwives and graduation from a program approved by
that body. Reportedly, the Board plans to eliminate this require-
ment.

4, The AR 1503 program has encouraged the development of expanded
roles for nurses, e.g., permitting an R.N. to handle normal
deliveries and to prescribe, dispense, and administer drugs or
devices, under the general supervision of a licemsed physician—-—
without the physician necessarily being present. This experi-
mental manpower program is generally regarded as a valuable tool
1n developing new, cost-effective ways of delivering primary
health care in Califormia, but there appear to be problems in
integrating expanded-role health professicaals into the regular
channels of licensure and practice of the existing health-care
establishment after the experimental period under AB 1303.
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Since no certification as nurse practitioner has been provided in
the State's licensing procedures, a nurse, without violating any
law, could have added that designation after his or her name regard-
less of training. The Board of Registered Nursing, in response to
the legislation cited above, has recently developed guidelines for
the designation of nurse practitioners which deal with this situa-
tion. These guidelines provide for standards for the education of
those who wish to hold themselves out to the public as nurse prac-
titioners and to use the initials "NP" as part of their professional
designation. The guidelines, in response to the limited authoriza-
tion 1o the law, make no attempt to delineate further the scope of
practice, the legal status of nurse practitioners, or the educa-
tional level of the training programs leading to that designation.
Neither do they provide for the licensing of such personnel.

Thus, the Postsecondary Education Commission concludes that the nurse
practitioner is a singularly ambiguous health profession, limited by
the same ambiguities which surround the entire field of nursing (as
discussed in the next chapter). These limits have contributed to
preventing the field from realizing the braght promise it once
offered for low-cost primary health care.

EDUCATIONAL OPPORTUNITY

In addition to reporting the enrollments and outputs in medicine,
the Commission believes that it is essential to report alsc on edu-
cational opportunity--the chances that California citizens have to
attend medical school.

Educational opportunity is, of course, a relative concept. Before
making any comparisons which suggest how adequate such opportunity
is in California, it may be useful to look at absolute numbers to
determine how many Californians are entering medical school today.>
Table M-9 displays this information for three recent years.

It is worth noting that out-of-state institutions provide a sizable
portion of the total opportunity for medical education for Califor-
nians, and that their enrollment of Californians is growing consider-
ably faster tham the enrollment in California medical schools, public
or private. Furthermore, public medical schoels 1n California pro-
vide less than half of the total medical school admissions provided
to Californians each year. 1In 1976-77, a total of 1,203 Californians
were admitted to medical schools, with admissions distributed as

5. It is impossible to make similar comparisons on opportunities
for mid-level practitioners because of the lack of appropriate
data.
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follows: University of Californmia, 42.4 percent; praivate California
medical schools, 19.3 percent; public out-of-state medical schools,
8.0 percent; private out-of-state medical schools, 30.3 percent.

TABLE M-9

Number of California Students Entering Medical School

In California ‘ In Other States

Public  Private Total im | Public  Private Tatal in

Medical Medical California Medical Medical Out—of-State

Schools  Schools Schools Schools  Schools Schools Total
1973=74 464 203 667 72 262 34 1,001
1974<75 HA NA NA NA NA NA NA
1975=76 493 273 766 64 324 398 1,164
1976~77 510 232 742 L 96 365 461 1,203

Source. JAMA Annual Medical Education Issues

Table M-2 contains no data on the number of Califormians admitted to
foreign medical schools; reliable data on this aspect of admissions
are singularly unavailable. The AAMC/AMA collects data only on
Canadian medical schools. Information on Californians in foreign
schools elsewhere is virtually nonexistent, but Mexicc is thought

to be the location of the largest number of Californians studying
medicine abroad. The parents' association for students at the Uni-
versidad Autonoma De Guadalajara estimates that perhaps five hundred
Californians are enrolled in that medical school, and the student
newsletter at that institution speaks of "over 100 California resi-
dents" graduating each year. It would be interesting to know how
accurate these figures are, and what percentage they represent of
the total of all Californians at foreign medical schools.

In addition to knowing where Californians go for medical training,
1t is useful to know how the admission practices of California's
own medical schools have affected the composition of their entering
classes. Table M-10 shows the distribution in recent years of suc-
cessful applicants from California and from out of state.

In the 1976 entering classes at the University of California's five
medical schools, 90.7 percent of the students were Californians,
although in recent years the ratio of Californians in the entering
classes has dropped, on one occasion, below 80 percent in two of
those schools. Both Stanford University and Loma Linda University
admit considerably fewer Californians than does the University of
California, but five out of six medical students admitted to the
University of Southern California are Californiams.

Returning to the subject of educational opportunity, a number of mea-
sures can be utilized to indicate the adequacy of such opportunity.
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By some measures, California appears to be doing a reasonably good
job, at least at the median level of all states, of providing educa-
tional opportunity for those citizens who wish to attend medical
school; other measures suggest just the opposite.

TABLE M-10
Californians in Entering Class of Medical Schools

Ratio of
Medical Total Size of Californians in Californians in
School Year Enterang Class Entering Class Entering Class
uco
1873 109 956 96.0%
1874 NA NA NA
1975 101 99 98.0
1976 96 91 94.8
UCT
1973 70 65 92.9
1974 NA YA NA
1975 69 66 95 7
1976 65 64 98 5
OCLA
1973 145 128 88.3
1574 NA NA NA
1975 145 136 93.8
1976 146 132 90.4
ucsd
1973 13 w2 65.6
1974 NA NA NA
1975 95 76 80.0
1976 96 82 85.4
OGSF
1971 146 133 9l1.1
1974 NA YA NA
1975 146 116 79.5
1976 159 141 88 7
LOMA LINDA
1973 158 74 46.8
1974 NA NA NA
1875 165 116 70.3
1976 165 76 46,0
STANFORD
1973 90 34 37 8
1974 NA A NA
1975 as 44 50.0
1976 87 41 49 4
usg
1973 120 95 79.2
1974 NA NA HA
1975 136 113 83.1
1976 138 113 83.1

Source. JAMA Annual Medical Educatiou Issues.

Table M-11, on the following page, depicts California as an average
state in terms of the number of its citizens who are admitted to
medical school.
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TABLE M-11

California's Ranking Among All States by
Number of Entering Medical Students

1973-74
1374=75
1975~76
1976=77

Source

per 100,000
population

39¢h
26ch
23rd
27cth

per 1,000 bachelor's
degrees awarded in stare

Association of American Medical Colleges .,

30th
27th
24ch
27th

However, if educational opportunity is measured by the number of stu-
dents accepted compared to the number who applied to medical school,
Califormia is no longer an "average' state, but drops to the lower
end of the list of states.
the ratio of residents admitted to medical school for 1975-76 com-

pared to the number of those whe applied.

TABLE M-12

Table M-12 shows state ranking based on

Ranking of States by Acceptance of Applicants
into Medical Schoel, 1975-76

Rank State

L South Dakota

2 Wyoming

3 Rozth Dakota

4 Idaho

5 Alaska

6 Iowa

7 Kansas

8 Louisians

9 Illinois

10 Delaware

11 Alabama

12 Mizsissippl

13 Kentucky
Wisconsin

15 Arkansas
Georgla

17 Vermont

18 Nevada

19 Indiana

20 Texas

Source:

Rank

State

Virginia
Tennesasee
Minnesota
Montana
Oklahoma
Nebraska
Washington
Maine

New York

Ohic

North Carclina
West Virginia
South Caroclina
Pennsylvania
Massachuserts
Rhode Ialand
Maryland
Oregon
Colorado
Hawail
Michigan

Asasocilation of American Medical Colleges .

Scate

District or Columbia
Misgourl
Connecticuc
Florida
CALIFORNIA
Ucah

HNew Jersay
New Mexico
Arizona
Puerte Rico
New Hampshire

A more complete state comparison based on this measure of edncational

opportunity appears in Table M-13.

In this table,

the medical school

acceptance rates of varilous states are evident, ranging from 57.4
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percent of South Dakota applicants admitted to medical school to
22.0 percent of New Hampshire applicants who were admitted. Cali-
fornia has a ratio of 30.3 percent, placing it in a tie for forty-
gixth among the states. California's 30.3 percent acceptance rate
may appear to be relatively high, given the traditional difficulty
in being accepted to medical school. However, when one considers
that today's average applicant applies tc eight different medical
schools, and when one considers how many people are discouraged by
the odds and simply do not become applicants, an acceptance ratio of
three out of ten well-qualified candidates is not high.

Another view of educational opportunity may be seen from the perspec-
tive of the institution, rather than from that of the applicant.
While Table M-13 focused on the applicant from each state and his or
her chances of being admitted to a medical school somewhere, Table
M-14 indicates the ratio of applications to admissions for each
medical school in the United States. The reader should keep in mind
the distinction between the number of applicants and the number of
applications received, since many students apply for admission to a
number of medical schools at the same time. Nevertheless, the num-
ber of applicants shown for a given institution does represent the
pool from which its medical students are selected. The entire table
is reproduced here for comparative purposes; California medical
schools appear on the first page.

It may appear from an interstate comparison of the number of appli-
cants medical schools receive (Table M-14) that Califormia students
do not have to compete much more intensely for admission to their
State's medical schools than do students from many other states.
California's schools admit about 2.8 percent of their applicants,
which is about the same as Missouri (2.6%), Nebraska (2.8%), and
New York (2.8%) and is only slightly less than Illinois (3.1%},
Massachusetts (3.2%) and Ohio (4.3%). It is also apparent, however,
that in many states the medical schools receive far fewer applica-
tions than do the California schools. Thus, the situation is con-
fusing; it is still difficult to visualilze just what educational
opportunity means for the Califormia applicant trving to gain admis-
sion to medical school.

A study conducted by the Rand Corporation in 1978 illustrates the
effect of where an applicant lives on his or her chances of getting
into medical school. Under a grant from the Health Resources Admin-
istration of the Department of Health, Education, and Welfare, the
Rand Cerporation developed a predictive model tc determine the effect
of state of residence on medical school admissions.

The Rand study had several significant characteristics. First, the
study held the ability of the applicant comstant in making i1ts com-
parisons. Where other studies show the ratio of those who apply to
medical school to those who are admitted, without regard to the
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TABLE M-14

Applicants and New Entrants by Medical School and Sex,
1975-76 First-Year Class

No of New Entrants 1o

First-Year Classt Total Mo of Apphcantst

MName of School® (by State ot Tertutory)

Men Women Total Men Women Total

Alabama

* Alabama— Birmingham 113 32 145 819 172 992

* South Alabama 58 6 64 857 166 1,023
Anzona

* Anzona 48 32 80 562 138 700
Arkansas

* Arkansas 94 28 122 522 125 6847
Cahformua

* Cahformua— Davis 71 29 100 2,792 959 1,754

* Cahfornia — lrvine 57 13 10 2,695 817 3,513

* Cahforrua —Los Angeles 105 39 144 2,980 957 3,938

* Calforma—San Diegoe 83 12 95 3,125 1,006 4,132

* Cahformia—San Franasco 94 60 154 3.399 1,179 4,578

Lema Linda 123 40 163 ¢ 4032 853 4,388

Southern Califormia 117 19 136 3,297 939 4,237

Stanford 59 26 85 3,505 1,156 4,563
Colorado

* Colorada 95 30 125 1,279 362 1,642
Conpecircut

* Connecbcut 56 24 80 1,217 526 1,744

Yale 74 28 102 1,879 742 2,623
Distnict of Columbra

Geuarge Washiogton 106 44 150 7,538 2,186 9,728

Georgetown 165 40 205 7,247 2,070 9,322

Howard 85 38 i23 3,583 1,087 4,674
Flonda

* Flonda (includes Flonda 94 23 118 1,792 461 2,257

State - Flonda A & M)

Miaou 108 22 130 1,065 239 1,310

* South Flonda 63 11 74 776 167 944
Georgta

Emory 80 31 111 3,820 206 4,728

* Med Coll Georgia 138 42 180 1,127 255 1,382
Hawan

* Hawau 45 21 46 2,524 518 3,043
Mmos

Chicage Medicai 30 30 110 5,578 1,397 6,978

Chicago — Pritzker 86 18 104 5414 1,519 6,937

* [Minows 267 78 345 1 956 578 2.536

Loyola (Stnitch) 99 1 130 4,563 1,474 6,042

* Astensks idennfy schools that are publicly controlled

t Totals include 104 new entrants and 343 apphcants for whom gender information was unavailable

t Loms [inda and Tennessee each adwmited two entenng classes

& For 1975-76, Missoun — Kansas City selected for Year 1 of their six-vear program, 71 of 435 high
school graduates applying The data grven in table are for Year 3 of the program (equivalent to the
freshman year at other medical schools) and include only those students promoted from Year 2 plus five
students transfernng ito the program at the Year 3 level

** Total figures under appircants actually refer to applications
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TABLE M-14 (continued)

No of New Entrants to First-Year
Classt

wame of School” (by State ar Ternmry)

Men Women

Northwestern 129 42

Rush 19 33

* Southern Mhinots 59 9
Indiana

* Indians 254 51
[owa

* lowa 142 32
Kansas

* Kansas 175 28
Kenamucky

* Kentucky 33 5

* Lowiswile 106 30
Lowsiana

* | suinana State — New Orieans 137 38

* L owsiana State — Shreveport 80 16

Tulane 116 32
Maryland

Johns Hopkins 75 16

* Marvland 126 41
Massachusetts

Boston 91 42

Harvard 108 59

* Massachusetts 75 24

Tufts 97 49
Miciugan

* Miclugan 169 67

* Michigan State 64 39

* Wayne State 200 56
Minnesota

Mayo 30 10

* Minaesota~ Dulath 31 4

* Manpesow —Mmneapolis 196 46
Mississpp

* Mussisupp 121 28
Missoun

* Missoun - Columiia 8s 26

* Missoun — Kansgs Cicy 3 2

St. Louss 13t 24

Washuingron — St. Lows 94 26
Nebraska

Creignton 98 12

* Nebraska 122 2
Nevada

* Nevada kL 9
New Hampshue

Dartmouth 47 17
New Jersey

* New Jerzey Med. 81 29

* Rutgens 68 39

-26-

Towd
it

112

68
105
176
203

108
136

175
96
148

120
167

134
165

146
237

103
256

15
242
149
111

62
155
120

110
145

64

110
107

Toral No of Apphcanest

Yien
5277

2.494
997
1,435
T39
893

1 286
1,028

6,118

2.144
1.213

3.198
2.265
1.131
5.992
3,130
1,941
2.587
1.238

724
1.664

584
1.250

7361
4,917

6,720
910

559
1,778

1,750
1.724

Women

1.439
890
242

139
200
192

375
249

7
120
[, 346

73
426

1,226
911
413

1.953

929
637
ns
364
152
401
112
250

1.666
1,468

1.383
243

95

648
628

Toel

6,721
1386
1,230

1,775
940
1.085

1.663
1,278

l.114
7,466

2,387
1,642

4,425
3,177
1,544
7.948

4,061
2.581
3,704

1.604
876

-
=

696
1,501
65§
9.030
6,387

3.079
1.134

655
2,480

2.402
2,356



TABLE M-14 (continued)

Name of School® {by State or Terntorv)

New Mexico
¢ New Mexico
New York
Albany
Albert Einsten
Coiumina
Comell
Mount Sina
New York Med
New York Umiv
Rochester
* State Umiv New Yark- Bui-
falo
“State Umv New York-
Downstate
* State Umv New York-—Stony
Brook
* State Umiv New York—Up-
state
North Carolwa
Bowman Gray
Duke
* North Carolina
North Dakota
* North Dakota
Chio
Case Western Reserve
* Cincionats
* Med Coll Ohio—Toledo
* Qhluo State
Oklaboma
* Qklahoma
Oregon
* Qregon
Pennsylvama
Hahnemann
Jefferson
Med Coll Pennsylvania
Pennsylvamia
Pennsylvama State
Patrsburgh
Temple
Rhode Island
Brown
South Carolina
* South Caroiina
ScJth Dakota
* South Dakota

No of New Entrants to First-Year
Classt

Men Women Total
59 14 73
82 27 109

126 52 178
97 50 147
T4 27 101
63 18 8l

120 51 171

120 51 171
69 26 97
94 41 135

161 55 116
23 23 49
34 36 120
76 22 98
80 34 114

109 31 140
56 12 68
98 40 138

148 44 192
70 26 96

186 41 227

145 22 167
9 24 115

137 33 17

177 44 223
39 66 105

116 44 160
17 24 102

102 35 137

144 36 180
42 19 61

137 28 165
50 15 a5
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Total No of Applicantst

Men

922

3,292
4,795
3.646
6.388
2,818
3,353
3,191
3,156
3,669

3,918
1.725
3,306
3,324
3,378
1282

157
31,936
4,668
1,538
1,850
1,069

682
3,897
4,137
2,534
3670
1.900
3,002
3,870

146
1 068

323

Women

239

1.009
1,559
1.407
2,230
1,129
1,244
1,300
1,106
1.27¢9

1.405
768
1,137
751
1,006
396
30
1.236
1,210
385
4190
178
167
1,323
1,165
2,16t
1,239
622
827
t.204
42

202

Total

1,164

4,303
6.355
5 055
8,619
3.948
4,604
4,492
4,266
4,949

5.324
2,497
4,444
4,076
4,385
1678

188
5.174
5.880
1,924
2,34]
1.247

850
5,220
5,302
4,696
4912
2,523
3830
5 075

188
1,268

617



TABLE M-14 (continued)

No of New E.pa?:;s te First-Year Total No of Agplreantst
“ame of School® (by Swate or Termtory)
Men Women Touml Men Women Total

Tennessee

Meharry 82 27 113 2,366 652 3,072

* Tennessee 172 32 204 419 100 519

Vanderbiit 64 19 83 4,244 1,183 5428
Texas

Bavlor 130 3a 168 2,759 746 3,508

* Texas— Galveston 158 45 203 1,930 448 2,379

* Texas— Houston 47 16 64 1,848 442 2,292

* Texas—San Antoruo 97 k1 128 1,848 452 2,301

* Texas -~ Southwestern 169 a3 202 1,969 467 2,437

* Texas Tech 34 6 40 1,101 229 1,330
Utah

* Utah 87 13 100 1,224 244 1.468
Vermont

* Vermont 64 18 a2 1,808 550 2358
Virgiua

Eastern Virguua 34 14 43 1,142 277 1,420

* Med Coll Virpima 132 35 169 2.632 747 3,381

* Vugpma 104 30 134 2.513 717 3234
Washington

* Washington 125 50 175 1226 343 1.570
West Virgimua

* West Virgma 67 17 84 m 87 460
Wisconsn

Med Coll Wisconsin 97 24 i21 3,058 725 3,788

* Wisconsm 123 a3 156 1,130 37 1,467
Puecto Rixco

* Puerto Rico 85 45 130 381 187 Ll
All Schoois®* 11,294 3,512 14,910 281.684 84,013 366,040

Subtotals by Control

Private (N = 48) 4,520 1,553 6,111 179,028 54,724 233,953
Public (N = 66) 6,774 1,959 8,799 102,659 29289 132,087

Source: Journal of Medical Education.




qualaty of the applicant, the Rand data show this comparison for
students of equal ability (as measured by GPA, MCAT scores, ete.).0
Second, the study utilized a series of demographic parameters for
each state: physician population, per capita income, medical

school spaces per bachelor's degrees awarded, per capita expendi-
ture on medical education, existence of interstate compacts, etc.
Third, the study ran separate computations for majority and minority
students, with Asian students, who are generally well represented

in medical education, defined as majority students.

For each state the Rand study developed a discrimination coefficient
which reflected the impact of the demographic variables on medical
school admissions. Using regression analysis, the study developed

an average probability of admission for an applicant in each state,
and the probability of admission of a "good" applicant in each state.
Rankings of admission probability were made for both majority and mi-
nority students. The results for 1974, the most recent year of data,
appear in Tables M-15a/b. California ranks last among fifty-thrze -
states and territories in admission probability for majority students
(Table M-15a), and forty-fourth for minority students (Table M-15b)--
a dramatic commentary on educatiomal opportunity in California.

California's rankings in this predictive model, disappointing as
they may be, are not surprising. The Rand Corporation identified
two factors that improve the chances for residents of a state being
admitted to medical school: (1) the fewer physicians a state has,
and (2) the more medical school places a state has in relatiom to
its population. Califormnia has a large number of physicians, which
makes the first factor inoperative. On the other, it does rank low
in the number of medical school places per population. Only three
states with medical schools have fewer first-year places per popula-
tion than California. Two of the three, Florada and Arizoma, are
"Sunbelt" states with heavy in-migration of physicians similar to
that of California. The third, New Jersey, has long been recognized
as the greater exporter of students in higher education to other
states because of the slowness of development of its higher educa-
tion system.

Even though two new public medical schools were opened in California
in the 19608, the State may have done too little too late in keeping

6. Medical school applicants do vary in quality from state to state.
The John Wong Report observes that students denied admission by
California medical schools in 1975-76 had average MCAT science
scores surpassed only by the nonaccepted students of one other
state, Washington. The mean science score (577) for the Cali-
fornia rejectees was greater than the mean science score for
more than 1,200 resident acceptees from South Carolina, North
Dakota, North Carolina, Mississippi, Louisiana, and Alabama.

-2G9-



Effect of Majority Applicants' State of Residence for 1974

Source:

Scare

Horth Dakota
Nevada

Souch Carolina
Souch Umkoca
Minsigatppl
Alabama
Ariansas
Louisiana
Teamaases
Xancucky
Geaorgla
sysreo Bico”
Tirgioia
Yabraska
Kansas

Wasc Virginia
Teaxas

dyoming

Ok labmeg
ladians

Yorth Carolics
“innesora
lowve

Varmoac

Shie
Migsourl
Illinois
Hewail
Fiorida
Pennaylvania
“Yarvland
Alasks
Yaine
Montans
Oregon
Celavare
Rhoda Islaod
Yaw “axico
Discrice of Columbia
“ichigan
wisconsin
Idaho

Vew York
Utah

New Jeraay
Calorado
Connecclcut
Arlizonae

New Hazpshice
“assachuneccs
“ashington
Catiformia
Forelgn

* tocludas U S

TABLE M-15a

Facrar

kb
217
982
135
3Ts
252
91l
349
140
436
221
10
012

SRR NN N VR R N PR PR L
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TABLE M-15b
Effect of Minority Applicants' State of Residence for 1974
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up with the demand for medical education. Lulled by the security
of having enough doctors, the State did not aggressively protect
opportunities for Californians, with the result that in-migration
of physicians has supplied and continues to supply 70 percent of
the total number of practicing physicians.

With 10.2 percent of the nation's population, California accounted

for only 6.4 percent of the admissions into medical school in 1975-76,
and awarded only 6.8 percent of all M.D. degrees granted in the United
States in 1977. Another interesting comparison is that California
had 10.3 percent of the nation's residency positions in 1976-77, but
only 6.1 percent of those total positions were occupied by graduates
of California medical schools.

SPECIAL CONSIDERATIONS IN PLANNING FOR MEDICAL EDUCATION

Incorporating medical education into a health sciences education
plan in future years will require the resolution of several problems.
The first of these is the collection of data. An examination of the
statistical tables in this present plan shows the large number of
sources that had to be drawn from just to obtain data from 1972 to
1977. As a result, any inferences drawm from these data must be
regarded as tentative because of their possible noncomparabilaty.
This splicing together of sources is necessary because no agency

has collected uniform data on medical education for any length of
time. Furthermore, comparability suffers as agencies collecting
data use secondary and tertiary sources. In the development of this
Plan, it has been necessary in some instances to retrieve data from -
national associations to which California medical schools have re-
ported (and there is generally a time lag before the associations
publish the data), because the same data have not been available in
similar form in Sacramento, or Berkeley, or at the individual medi-
cal school.

Second, there are a number of semantic problems which are encountered
in planning, since terms are used by health professionals in incon-
sistent, confusing, or inaccurate ways. For example, "primary care"
means one thing in the John Wong Beport (first access into the health
care system), and something else 1in the Health Manpower Plan (con-
tinuous surveillance of family health). Similarly, "underserved
area" connotes an area in which the inhabitants lack proper medical
care, but even in the sophisticated California system of identifying
such areas by census tract there is no provision for determining

what medical care exists in an area other than through the four
primary-care specialties, and no provision for identifying other
modes of health care delivery which may be available. Other ambi-
guities occur in the phrase, "culturally sensitive health services,"
used in the Health Manpower Plan, a phrase whose meaning was never
agreed upon during the consultation and review process in the devel-
opment of this chapter on medicine.
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The third problem arises from the dominance of the private medical
establishment——the various associations of practitioners and educa-
tors——over medical education. To a degree not possible in any other
professional discipline, these national associations control every
aspect of medical education and postgraduate medical education--
curriculum, licensure, accreditation, etc. In its present form,
this control is so pervasive that it precludes the State of Cala-
fornia from planning and implementing any nontraditional form of
medical education or medical licensure, which might be desirable in
addressing such problems as educational opportunity, geographical or
specialty maldistribution, etc.

These and other problems make the task of planning for medical edu-
cation particularly challenging.

FLNDINGS

The Commission makes the following findings in matters affecting
public pelicy.

® The current enrcllment and output of California medical schools
are adequate to meet the State's needs in the i1mmediate future
(as identified in the Health Manpower Plan) i1f the present in-
migration of physicians sontilnues.

®California residents have the least chance for admissiocn to
medical schocl of residents of any state when comparing equally
qualified applicants.

eWhile California has 10.1 percent of the nation's population,
it has only 6.4 percent of the first-year medical school places
in the country. However, California has 10.3 percent of the
total residency positions, indacating that postgraduate medical
education has been allowed by the State to grow to a consider-
ably larger size than has medical education.

®1f public policy requires that the mix of Califormia's supply
of new physicians be modified, influencing the output of resi-
dencies may be more effective than ainfluencing the output of
medical schools, inasmuch as there are three-and—one-half
times as many people finishing residencies each year in Cali-
fornia than there are finishing medical school. However,
such influence may not be easy to establish since the State
in the past has exercised considerably less direct control
over graduate medical education than it has over medical edu-
cation. Also, such efforts will have no effect on the mix of
physicians coming into the State with their specialties already
established.
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® The existence of residencies 1n a given specialty and loca-
tion may be the result of a complex interaction of factors.
Furthermore, such residencies may provide health care, re-
search, and other socially desirable services, as well as
graduate medical education.

® State agencles exercise relatively little control over the mix
of residencies by specialty within the University of California,
and none over residencies 1in private medical schools, although
Song-Brown Act funds provide incentives to establish family
practice residencies.

® During the past five years, the University of California has
increased the number of its residencies at twice the rate it
has 1ncreased medical school enrollments--45 percent vs. 22.4
percent.

® The mid-level fields of physician's assistant and, particularly,
nurse practitioner suffer from lack of clear identity as mid-
level fields of practice in medicine, producing a corresponding
lack of clear delineation as educational programs.

® State agenciles exercise relatively little authority in col-
lecting data on public medical education in California; large
amounts of useful data flow from institutions to the American
Medical Asscciation and the Association of American Medical
Colleges without being transmitted to Berkeley and/or Sacramento.

® Inadequate attention has been devoted to the status of women 1in
the health fields by the Department of Health in its Health
Manpower Plan.

What 1s the significance of these findings to California's educa-
tional policy makers? Before this question can be examined, it will
be useful to restate the basic findings of the Health Manpower Plan
relative to the adequacy of health care in California:

1) The overall number of physicians in California is ade-
quate.

2) There is a geographical maldistribtuion of physicians
which leaves certain areas without adequate medical
care-—-particularly remote rural areas and scme low=-
income, inner-city areas which include minority popu-
lations.

3) There is a maldistribution of specialties among physi-

cians, with tco many in nmarrow specialties and not
enough in primary-care specialties.
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4) There are an insufficient number of minority physi-
cians who can provide linguistic and culturally sensi-
tive health services to the 25 percent of the State's
people who are underrepresented in the health profes-
sions.

The Department of Health's strategies for the resolution of the four
problems 1t has identified i1n California medical care comes in the
form of ten recommendations. For each of these recommendations the
Commission has identified certain issues, based on the findings in
its own Health Sciences Education Plan and its reading of the Health
Manpower Plan. These 1ssues include philosophical, fiscal, and prac-
tical concerns in the implementation of these recommendations and,
1n some cases, even concerns over the wisdom of the recommendation
itself. Lest it be accused of negativism, the Commission points

out that i1t 1s simply identifying some of the complexities under-
lying the recommendations-~the complexities which have kept the rich
State of California not only from attaining adequate medical care
for all of its citizens, but alsc providing adequate opportunities
for its citizens to pursue medical careers.

Issues Raised By Findings of Health Sciences Education Plan
¥1s-A-Vis Findings of Health Manpower Plan

Recommendations from Issues Raised in Preparing
Health Manpower Plan Health Sciences Education Plan
1. No action should be taken While the Commission 1Is persuaded
at this time to increase by the evidence furnished by the
the overall supply of phy- Department of Health that the total
sicians in California, number of physiciams 1in Califormia

is more than adequate, 1t is equally
persuaded by its own evidence that
educational opportunity in the field
of medicine is not adequate. In
attempting to balance the needs of
the market place for trained man-
power against the demands of stu-
dents for educational programs,

the Commission can rarely expect

the balance to be either perfectly
or permanently achieved. In the
case of medical education, the

issue becomes: should Califernia's
last-place standing among the states
justify stepping up the training of
physicians in the face of such a
large and growing physician peopu-
lation.
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Recommendations from
Health Manpower Plan

The State should continue
ex1sting mechanisms and
explore other strategies

to influence the location
of primary-care physicians
and non-physician medical
practitioners in urban

and rural geographic areas.

The State should increase
1ts encouragement of pri-
mary-care, residence-
training programs located
in rural physician shortage
areas, and should support
the recruitment and admis-
sion of persons with rural
backgrounds into medical
school.

The State should provide
more active support for
programs that promote
the preparation, accep-
tance, and training 1n
medical school and other
health professional
schools of increased num-
bers of persons from
minority backgrounds who
will have a high likeli-
hood of practicing in
mirority health manpower
shortage areas.

Issues Rajsed in Preparing
Health Sciences Education Plan

Free choice has been character-
1stic of California's higher edu-
cation syatem, although not every
person choosing to enter medical
school has been able to do so.

Free cheice has also been charac~-
teristic of the siting of practices
by physicians, as witnessed by the
two-thirds of California's current
physician population which have
come here from out of state. Phy-
sicians are no different than other
people in wanting to locate 1in
communities of their own choice.

To persuade them to settle else-—
where may require strategies and
incentivas beyond those presently
utilized, or it may requlre new
public policy. This is a complex
philosophical issue.

There may be a problem in decen-
tralizing residency tralning to a
greater degree, inasmuch as resi-
dencies require a clinical popula-
tion of adequate size and proper
supervisiomn.

The raticnale for the Department
of Health's recommendation for
additional minority students in
medical schools 1s their ''high
likelihood of practicing in minor-

1ty health manpower shortage areas."
In the absence of definitive stud-
ies showing the relationship of
place of origin to place of practice
in all settings, particularly in the
inner city, it would be wise to call
for increased minority enrollment

in medical schools primarily as a
means of providing greater oppor-
tunity for groups which have been
underrepresented in the medical pro-
fession, and to provide greater
diversity within the profession.
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5.

Recommendatiaons from
Health Manpower Plan

As an overall State goal
within five years, 50 percent
of physicians entering prac-
tice in California should be
in the primary-care special-
ties: famrly/general prac-
tice, general internal medi-
cine, general pediatrics,

and obstetrics/gynecology.

The Department of Health, the
Postsecondary Education Com=-
mission, and the training
institutions should collab-
orate on research for further
evaluation of the numbers
needed, guality of care pro-
vided, public acceptabirlty,
and costs/benefits of train-
i1ng and utilizing physician's
assistants and nurse prac-
titioners in California.

Pending additicnal research
findings, the State should
continue to support and en-
courage the expansion and
development of training pro-
grams for primary-care
physiclan's assistants in
sufficient numbers so that
the positive contribution

to health care services they
have already demonstrated
can be fully explored.

Issues Raised in Preparing
Health Sciences Education Plan

At present, choice of specialty 1is
left to the graduate M.D., and the
arrangements he or she can make
with an existing residency program,
through a national system which
matches students and programs. If
the student's choice is regarded as
an educational choice, the State may
wish to say, as 1t does to many stu-
dents applying to medical school,
that there is no room for them 1in
the field, but that they are free
to pursue other choices. The State
would have to assume much more con-
trol over residencies--in the name
of educational coordination—--than
1t presently exercises, and there
would still be nc direct control
over the mix of those physicians
entering California from other
states and foreign countries.

From the Commission's point of
view, only one of the enumerated
research factors 1s under the
direct purview of educators:
While the other factors are of
interest to the educator, informa-
tion on how these factors operate
in practice 1s rarely available
through educaticnal information
systems.

costs.

An expansion of the program because
of i1ts "positive contribution to
health care services," carried out
simultaneously with a study to
determine the value of that pro-
gram, seems somewhat premature

and tends to prejudge the results
of the evaluatiom.
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Recommendations from
Health Manpower Plan

State policy should promote
the optimum use of the skills
and knowledge of those non-
U.S. citizens who are for-
eign medical graduates now
residing in California who
intend to remain here.
Where the potential exists,
they should be given assis-
tance 1n preparing for
satisfactory completion of
licensure requirements.

So that the abilities of
those United States citizens
already trained or currently
being trained in foreign
medical schools can be uti-
lized, "Fifth Pathway" and
other possible avenues to
medical licensure in Cali-
fornia for them should be
fully 1mplemented. However,
1t should be recognized
that, for the future, med:i-
cal education institutions
within the United States
should be adegquate to supply

new physicians for California,
and new enrollments of United

States citizens in foreign

medical schools should not be

encouraged by public policy.
Therefore, Fifth Pathway
programs should be continued
only through June 1981.

Issues Raised in Preparing
Health Sciences Education Plan

The establishment of mechanisms for
accomplishing this goal would re-
quire additional funding, and would
further contribute to the large
number of physicians in California
who have been trained elsewhere.
Also, even though the flow of non-
citizen, foreign graduates is
drying up because of federal action,
it may be discriminatory to assist
such perszons to become licensed
while reducing the opportunity of
foreign graduates who are citizens
of California to become licensed.
(See issue #9.)

Fifth Pathway’ is the only practical
route for many U.S. citizens study-
ing abroad to enter the medical
profession in the United States.
Third and Fourth Pathways are
"Catch 22" situations in that, if
a person had acquired an American
medical license, he or she would
have already had education equiva-
lent to that provided through the
Pathway, and thus would not need
admission to American medical edu-
cation as a means of entering the
profession. The First Pathway is
subject to the very limited number
of third- and fourth-year transfer
spaces available in Califormnia
medical schools. Thus, for the
typical student at Guadalajara,
only Second and Fifth Pathways are
possibilities. The elimination of
the latter would mean that Cali-
fornia would play no direct or
supportive role in the admission

The Fifth Pathway program in California is funded through a
$500,000 item in the budget of the Student Aid Commission. Fifty
students per year receive one-year pre-residency training de-
signed to bring them up to licensure standards and to make them
eligible for residency training. Coooperating institutions are
UC Irvine, UC Davis, and USC.
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Recommendations from Issues Raised 1n Preparing
Health Manpower Plan Health Sciences Education Plan

9, Recommendation 9 continued. of these students, deferring in-
stead to a naticnal competency
examination, the results of which
would determine admission to
further training.

Also, consideration should per-
haps be given to the fact that
Fifth Pathway students are func-
tionally bilingual in medical mat-
ters, and thus could be utilized
to provide health care in under-
served areas with non-English-
speaking populations.

10. The State should actively Much of the work of preventive
encourage the establish- medicine can be carried out by
ment of preventive-medi- non-physiclans: nutritionists,
cine residency programs physical education specialists,
in California. occupational safety specilalists,

entomologists in vector contrel,
biological statisticianms, et al.
To recruit physicians into public
health or occupational medicine
may be to move away from attention
to primary care, and toward the
administration of health care.

The Commission reiterates that the discussion above in the right-
hand column is simply an indicatiomn of the dimensions or complexities
of the proposals made by the Department of Health in the left-hand
column, and 1s not intended to represent refutation of or disagree-
ment with any of rhe proposals.

The other "pathways" into American medical education for foreign
medical graduates are: (1) cransferring through the Coordinated
Transfer Application System (COTRANS) administered by the Asso-
clation of American Medical Cclleges and the National Board of
Medical Examiners; (2) admission by examination administered by
the Education Commission for Foreign Medical Graduates (ECFMG);
(3) obtaining an unrestricted license to practice medicine in
one of the states; (4) obtaining licensure, in the case of U.S.
citizens, after internship or residency, and achieving eligibil-
ity for ECFMG certification.
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UTILIZATION OF CLINICAL TRAINING SITES

It is difficult to assess how well medical education utilizes the
clinical sites available in California. Most hospitals and clinics
are potential traiming sites; in that sense, there are locations
around the State which are not fully utilized for training. How-
ever, the need for large clinical populations has generally made

it necessary for medical schools and residency programs to seek out
large hospitals in urban settings. Here the utilization of clinical
facilities is obviously at a much higher level.

Table M-16 displays the distribution of residency programs in var-
ious hospitals around the State, as reported by the Liaison Commit-
tee on Graduate Medical Education (LCGME) in 1977. This table shows
the extent to which clinical facilities for postgraduate medical
education are becoming decentralized. By comparing the 1977 distri-
bution of residencies to that reported earlier by the LCGME, one

can detect trends in the utilization of clinical sites. For example,
residencies are being operated in smaller and more remote communi-
ties than previously. This is particularly true in family practice,
in which communities such as Redding, Merced, Salinas, Bakersfield,
Davis, Lancaster, and Ventura now have residency programs.

it is also possible to identify the kinds of residencies which are
most widely utilized geographically, and the ones which the smaller
hospitals find advantageous. Because internal medicine, obstetrics/
gynecolagy, surgery, and various forms of radiology all represent
frequently required services in hospitals, it is understandable that
a wide variety of hospitals have chosen to develop residencies in
these areas.

Table M-16 lists each residency program in California by specialty
and by its hospital setting, together with medical school affilia-
tions, where appropriate, and the size of the program. Because of
the length of this table, 1t 1s included as an appendix to this
chapter, rather than appearing at this point, where it might deter
the reader from reaching the balance of the text.

RECOMMENDATIONS
The Postsecondary Education Commission has identified several areas

1in which the circumstances outlined in this chapter on medical edu-
catlon call for specific recommendations.

The Size of the Medical Education Program

The Commission recognlzes that any quantitative evaluation of medical
education in California, as the measure of adequacy of such education,
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must focus primarily on how well the health care needs, rather than
the educational aspirations, of the people of the State are being
met.

Ensuring that Californians have proper health care 1s a higher State
priority than is ensuring that Californians have opportunities to
become health professionals, although, ultimately, the one cannot be
achieved without the other. Inasmuch as there are high and escalat-
ing costs to gemeral government in providing health care, and high
and growing costs to postsecondary education in providing medical
education, there simply may not be enough resources available to
make more than nominal increases in the number of entering places for
Californians in California medical scheools.

The Commission has determined that the public 1nterest 1s best served
by taking steps to ensure that the present situation is not exacer-
bated by the output of additional physician training programs beyond
the eight medical schools now in existence and the two-year programs
operating at Berkeley, Riverside, and Fresno, and planned at Charles
R. Drew. In making the determination the Commission recognizes that
educational opportunity for all Californians who are interested in
medical school may be limited in the years ahead.

The Commission recommends:

Recommendation 1

Because of the large and growlng number of physicians now
practicing or receiving graduate medical education 1in the
State, no additional medical schools or sub-campuses of medi-
cal schools should be implemented or phased-in in California
until the rate of in-migration drops markedly. During this
time, existing and currently plamnned two-year programs should
not be expanded beyond two-year status.

The State's Relationship to Residencies

The Commission concludes that medical residencies have been allowed

to proliferate in California without planning and coordination. The
Commission also concludes that residencies are an important means of
correcting problems of geographical and specialty maldistribution,

and can be instrumental in providing health care to underserved areas.

If the State decides to exert more influence on the establishment

of residencies, it must determine how such influence could best be
exerted. There are several alternatives, ranging across a spectrum
of State involvement. At one end of this spectrum is minimum State
involvement. The status quo is not far from this end of the spectrum;
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residencies, like academic programs, are conceived and developed
locally, but ultimately require approval at the State level before
State funds can be used to support programs.8

At the other end of the spectrum lies State control over residen-
cies. Assemblyman Duffy has twice introduced legislation in recent
years which would give the State control over the certification of
all residencies in California. Such certification would be given
only to programs deemed essential in terms of identified needs for
the various medical specialties. Without such State certification,
a health facility could not operate graduate medical education pro-—
grams. While neither of Mr. Duffy’s bills passed, they served to
focus attention on the State's concern over the present distribu-~
tion of residency training positions.

Between the laissez faire of the status quo and the control desired
by Mr. Duffy lie any number of other possible approaches which could
express and implement the State's concerns over graduate medical
education. For example, the present procedure for reviewing resi-
dencies could be brought more in line with those of the academic
review process. The Postsecondary Education Commission could in-
clude residencies in the review process, and the Department of
Finance could scrutinize the University of California's health
science budgets to ensure that any growth or shaft in emphasis in
residencies was in accordance with some agreed upon plan.

Although it 1s unlikely that the State could ever take the lead in
establishing a particular residency, nevertheless the State can do
considerably more than it presently does under traditional review
procedures. For this reason, the Commission offers this recommen-
dation.

Recommendation 2

The State should determine the mode and degree of State infilu-
ence on medical education programs, particularly residencies,

8. The decision to begin a residency appears to be made in one of
two ways. In a teaching hospital the faculty generally makes
the decision, perhaps in order to utilize the special competence
of a new faculty member. In an 1nstitution with less formal ties
to a medical school (e.g., a Veterans Administration or county
hospital) the decision to implement a new residency 1s made by
hospital staff, in an effort to improve the quantity or quality
of medical care at the institution. Some community hospitals
might use both rationales--better health care and better educa-
tional programs--in proposing new programs, hoping to provide
an extra inducement in recruiting professional staff.
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which would achieve the most beneficial results in effecting
desired distribution of medical specialties and optimum
utilization of medical education as a means of providing
health care 1in underserved areas.

In making this recommendation, the Commission intends that any moves

toward 1ts implementation would take place jointly through efforts

of the Commission, the Department of Health, the University of Cali-

fornia, the private medical schools, the Department of Finance, medi-
cal socleties, et al.

The Determination of Medical Underservice

In trying to effect a better distribution of health-care services
through greater influence on residencies, the State needs to have

an accurate picture of the present availability of that care. The
methods used by the Department of Health (modified from techniques
used by the federal govermment) of identifying medically underserved
areas by counting the primary-care physicians in a given census tract
is not a complete measure of health care, particularly in urban set-
tings. Such a method ignores the existence of hospital emergency
rooms, teaching hospitals and clinics with residents, emergency para-
medical and ambulance services, neighborhoed clinics, mid-level
practitioners, and other delivery systems for primary-health care.
This method also ignores the transportation potential of the urban
community, and the natural patterns of movement as people travel to
various locations to work and to obtain essential services.

In taking this position, the Commission 1s not arguing that all
people in California’s urban areas are actually in a position to
cbtain health care within a reasonable distance. There are many
other barriers—--cultural, linguistic, economic, and psychological--
which may prevent people from obtaining the health care which is
close at hand. The Commission 1s simply pointing out that in urban
areas common sense must be utilized in determining what is physi-
cally available to people and what is not.

The Commission recommends:
Recommendation 3

The health manpower and health science education planners of
the State should develop standards for assessing the adeguacy
of the total health care which 1s available to urban and rural
Californrans, reflecting normal patterns of mobility but
taking into account the barriers--cultural, linguistic, eco-
nomic, and psychological--which may affect the utilization of
existing health care resources.
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Before leaving this discussion of medical underservice, it should be
noted that during the development of this chapter several members of
the Commission suggested that the training of physicians who serve
in remote areas is inadequate to meet the full needs of the people

of those areas, and that this situation serves as a barrier to proper
health care. While an assessment of the adequacy of medical educa-
tion 1s not within the purview of this Plan (other than in terms of
numbers of physicians being trained), it should be pointed out that
in rapidly changing fields such as medicine no practitioner, whether
speclalist or generalist, can hope to be current in every conceivable
development in medicine which might be beneficial to any of his or
her patients. The imposition of mandatory continuing education in
medicine is an attempt to recognize the need for all physicians to
try to stay reasomably current in their fields, but 1t is also a
commentary on the fact that the original medical education of physi-
cians can provide only a finite amount of knowledge and experience

to equip them to practice a profession which involves an infinite
variety of judgments and experiences.

But even if it could be shown that the practice of wmedicine in re-
mote areas could be improved through better initial medical educa-
tion, graduate medical educatiom, or continuing education of physi-
cians practicing in such areas, there are other factors which may
limit the benefit of such improved education--particularly malprac-
tice insurance rates. In recent years, large numbers of family
physicians in California--those physicians best qualified to serve
the total medical needs of isolated areas--have given up surgery
and obstetrics in their practices to save the high cost of the
malpractice insurance covering these procedures. The skills of
these physicians and their ability to serve the total needs of their
communities will diminish in these circumstances, irrespective of
whether they have received better training than before.

Therefore, there may indeed be additional barriers to quality health
care i1mposed by the limited training of physicans for those who
choose to live in remote areas. However, the same situation pre-
vails in family practice 1in urban settings--where even higher mal-
practice insurance rates serve to narrow the scope of family prac-
tice-—-throwing out of balance the established patient choice between
the breadth of family practice and the depth of specialized medicine.

The Status of Nurse Practitioners

Recent efforts by the Legislature and the Board of Registered Nursing
have not clarified the ambiguity surrounding the nurse practitioner
as a mid-level medical practitioner. Questionms still arise concern-
ing the nature and role of this health professional, and the scope

of practice of such persons, both under AB 1503 and outside of the U/

special status conferred by that legislation. The State's higher
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education establishment cannot properly assist in the development
of appropriate educational programs for nurse practitioners until
these questions are resolved and until the educational level of the
nurse practitioner is mutually agreed upon by nurses, physicians,
and licensing authorities.

Recommendation 4

The State should provide for the certification of nurse prac-
titioners and should further define this profession and the
scope of its practice. The educational and experiential re-
quirements for certification should be established at a stan-
dardized professional level, but should provide for a variety
of paths to the attainment of those requirements.

Diversity in Medical Education

The Commission acknowledges that, as a result of its decision to
deal with underrepresentation of various groups in health sciences
education in a separate chapter of its Plan, this chapter on medical
education may seem incomplete, 1n that it does not examine the ques-
tion of who becomes a physician in California. It is not the intent
of the Commission to ignore this question; indeed, the Commission is
interested in the diversity of the students admitted to medical
schools, and in the efforts made by medical schools to cultivate in
their students an appreciation of the diversity of the people of
Califormia who will scon be their patients. Therefore, the Commis-
sion offers the following recommendation.

Recommendation 5

The State should encourage, through appropriate means, the
recruitment of medical students and residents from diverse
backgrounds, cultures, and languages, and should encourage,
through the medical education programs it supports, the devel-
opment of sensitivity on the part of physicians to the needs
of people as individuals and as members of diverse cultures
and groups.

45—



TABLE M-16

Location, Affiliation, and Size of Residencies
in Various Medical Fields

Medical Schoel Number of

Affiliation Training

Location* of Hospital Slots
ALLERGY AND IMMUNOLOGY
Non-Federal and VA
Stanford University 5 1
ANESTHESIOLOGY
Military/Federal
Letterman Army Madical Center, SF 9
Naval Regional Medical Center, Oakland 12
Naval Regional Medical Center, San Diego 18
Non-Federal and VA
Sacramento Medical Center UCD 16
UCI Affiliated Hospitals uCL 3

Qrange County Medical Center
VA, Long Beach

Children’s Hosp. of Los Angeles Usc, UCI, LL 9
Loma Linda Affiliated Hospitals LL 21
LA County-USC Medical Center UscC 43
UCLA Affiliated Hospitals UCLA 47
Martin Luther King Jr. Gen. Hosp., LA UCLA 18
Mercy Hospital, S5an Diego UCsD 6
UCSD Affiliated Hospitals UcsD 22

University Hospital
VA, San Dilego
UCSF Program UCs? 47
Moffitt Hospital
San Francisco General
VA, San Francisco

Santa Clara Valley Med. Cent., San Jose 5 4
Stanford Affiliated Hospitals 5 34
Stanford University
VA, Palo Alto
LA County-Harbor General UCLA 21

*Additional sites not listed here may serve to house satellite opera-
tions of residencies which are based in the locations identified in
this table. Those sites for the University of California are listed
in Table M-17, on page 71.
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TABLE M-16 (Continued)

Medical School Number of

Affiliation Training

Location of Hospital Slois
BLOOD BANKING
Non-Federal and VA
LA County-Harbor General UCLA 1
DERMATOLOGY
Military/Federal
Letterman Army Medical Center, SF 9
Naval Regional Med. Cent., San Diego 12

Non~Federal and VA

UCTI Affiliated Hospitals uct 12
Orange County Medical Center
VA, Long Beach

LA County-USC Medical Center UsC 10
Martin Luther King Jr. Gen. Hosp., LA UCLA 6
UCLA Hospital and Clinics UCLA 11
VA, Wadsworth UCLA 8
UCSD Affiliated Hospitals UCsD 5

Universgity Hospital
VA, San Diego
UCSF Program UCSF 15
Moffitt Hospital
S5an Francisco General
VA, San Francisco
Stanford Affiliated Hospitals S 12
Stanford University
VA, Palo Alto
Pac. Med. Cent.-Presbyterian, SF

FAMILY PRACTICE

Military/Federal
Fort Ord Army Medical Center 15
Camp Pendleton Marine Hospital 28

Non-Federal and VA
Kern Medical Center, Bakersfield UCLA, UCSD 12
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TABLE M-16 (Continued)

Location

UCD Affiliated Hospitals
Davis Community Hospital
Merced Community Hospital
Sacramento Medical Center
Shasta General, Redding
Kaiser-Fontana
Valley Medical Center, Fresno
Glendale Adventist Medical Center
UCI Affiliated Hospitals
Orange County Medical Center
UCLA-Antelope Valley
Antelope Valley Hospital
Cedars-Sinai, LA
Long Beach Memorial Hosp. Med. Cent.
Kaiser Foundation, LA
King~-Drew Medical Center, LA
UCLA Hospital and Clinics
Contra Costa Medical Services, Martinez
Scenic General, Modesto
Northridge Hospital Foundation
Riverside General
Natividad Medical Center, Salinas
San Bernardino County Medical Center
UCSD University Hospital
UCSF Program
San Francisco General
San Jose Hospital and Health Center
Santa Monica Hospital Medical Center
Santa Rosa Community Hosp. of Sonoma
County
San Joaquin General, Stockton
Harbor General, Torrance
Ventura General Hospital

INTERNAL MEDICINE

Military/Federal

Letterman Army Medical Center, SF
Naval Reglonal Medical Center, Oakland

Naval Regional Medical Center, San Diego

U.5. Public Health Service, SF

—48-

Medical School
Affiliation
of Hospital

uch

LL
UCSF
LL
uct

UCLA

Uct

UCLA
UCLA

ucD

UcD, UCSF
UCLA

LL

LL, UCLA
UCSD
UCSF

UCLA
UCSF

Uucp, S
UCLA, UCIT

Number of
Training

Slots

111

18
28
18
51

13

13
18
18
16
13
15

14
18
48
18
24

10
21

28
17
12
30

26
14
73
19



TABLE M-16 (Continued)

Location

Non-Federal and VA

Kern County General, Bakersfield
UCD Affaliated Hospitals
Sacramento Medical Center
Valley Medical Center, Fresno
UCI Affiliated Hospitals
Orange County Medical Center
Memorial Hosp. Med. Cent., Long Beach
VA, Long Beach
Loma Linda Affiliated Hospitals
Loma Linda University
Riverside General
St. Mary's Medical Center, Long Beach
Cedars-Sinai Medical Center, LA
Good Samaritan Medical Center, TA
Kaiser Foundation, LA
LA County-USC Medical Center
Martin Luther King Jr. Gen. Hosp., LA
UCLA Hospital and Clinics
UCLA San Fernando Valley Program
VA, Sepulveda, LA
LA County-0Qlive View Medical Center
VA, Wadsworth, LA
White Memorial Medical Center, LA
VA, Martine:z
Highland General, Oakland
Kaiser Foundation, Oakland
Kaiser Foundation, Panorama City
Huntington Memorial, Pasadena
Mercy Hosp. and Med. Cent., San Diego
UCSD Affiliated Hospitals
University Hospital
VA, San Diego
Children's Hospital, SF
Kaiser Foundation, SF
Mt. Zion Hosp. and Med. Cent., SF
Pacific Med. Cent.-Presbyterian, SF
St. Mary's Hosp. and Med. Cent., SF
UCSF Program
Moffitt Hospital
San Francisco General
VA, San Francisco

—49-

Medical Schocl
Affiliation
of Hospital

UCLA
TCcD

UCSF
Lifex )

LL

UCLA
UCLA
Usc

Usc

UCLA
UCLA
UCLA

UCLA
LL
Ucp
UCSF
UCSF

UscC
UCSD
UCsSD

UCSF
UCSF
UCSF
8, UCSF
UCSF
UCSF

Number of
Training

Slots

22
54

31

103
29
82
57

28
58
16
24
222
42
72
56

94
12
46
29
18

22
28
80

21
25
24
17
35
24



TABLE M-16 {Continued)

Location

Santa Clara Valley Med. Cent., San Jose
Santa Barbara General-Cottage Hospitals
Kaiser Foundation, Santa Clara
Stanford Affiliated Hospitals

Stanford University

VA, Palo Alto
San Joaquin General Stockton
LA County-Harbor General, Torrance

NEUROLOGICAL SURGERY

Non~Federal and VA

UCD Affiliated Hospitals
Sacramento Medical Center
UCT Affiliated Hospitals
Orange County Medical Center
VA, Long Beach
Loma Linda Affiliated Hospitals
LA County-USC Medical Center
Huntington Memorial, Pasadena
UCLA Affiliated Hospitals
VA, Wadsworth
LA County-Harbor General, Torrance
UCSF Program
Moffitt Hospital
San Francisco General
VA, San Francisco
Stanford Affiliated Hospitals
Stanford University
VA, Palo Alto
Santa Clara Valley Med. Cent.,
San Jose

NEUROLOGY

Military/Federal
Letterman Army Medical Center, SF

Non-Federal and VA

UCD Affiliated Hospitals
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Medical Scheool
Affiliation
of Hospital

5, UCSF

S
5

UCSF, UCD
UCLA, UCI

UCD
[ifeg
LL

UscC

UCLA

UCsF

uch

Number of
Training

Slots

22

3
17
35

11
83

10

11

11



TABLE M-16 (Continued)

Location

UCL Affiliated Hospitals
Orange County Medical Center
VA, Long Beach

Kaiser Foundation, LA

LA County-USC Medical Center

UCLA Hospital and Clinics

VA, Wadsworth, LA

UCSD Affiliated Hospitals
University Hospital
VA, San Diego

Pacific Medical Center, SF
Pacific Med. Cent.-Presbhyterian
Children's Hospital, Oakland
Mt. Zion Hospital, SF

UCSF Program
Moffitt Hospital
San Francisco General
VA, San Francisco

Stanford Affiliated Hospitals
Stanford University
VA, Palo Alto

LA County-Harbor General, Torrance

NUCLEAR MEDICINE

Military/Federal
Letterman Army Medical Center, SF

Non-Federal and VA

UCD Affiliated Hospitals
Sacramento Medical Center
Memorial Hospital, Long Beach
VA, Long Beach
UCLA Hospital and Clinies
VA, Wadsworth, LA
VA, Sepulveda, LA
UCSD Affiliated Hospitals
University Hospital
VA, San Diego
UCSF Program
Moffitt Hospital
Davies Medical Center-Franklin

-51-

Medical School Number of

Affiliation Training
of Hospital Slots
ucr 9

3
Usc 20
UCLA 16
UCLA 15
UcsD 16
S, UCSF 3
UCSF 14
5 15
UCLA, UCI 9

2
Uch 8
UcL 1
ICI 2
UCLA 3
UCLA 4
UCLA 4
Ucsp 2
UCSF 5



TABLE M-16 {Continued)

Location

Stanford Affiliated Hospitals
Stanford Universitcy
VA, Palo Alto

OBSTETRICS-GYNECOLOGY

Military/Federal

Air Force Medical Center, Fairfield
Letterman Army Medical Center, SF
Naval Regional Med. Cent., QOakland
Naval Regional Med. Cent., San Diego

Non-Federal and VA

Kern County General, Bakersfield
UCD Affiliated Hospitals
Sutter Community Hosp., Sacramento
Sacramento Medical Center
Valley Medical Center, Fresno
Adventist Medical Center, Glendale
UCI Affiliated Hospitals
Orange County Medleal Center
Memorial Hespital, Long Beach
Loma Linda Affiljated Hospitals
Loma Linda University
Riverside General
California Hospital Medical Center, LA
Cedars-Sinal Medical Center, LA
Kaiser Foundation, LA
LA County-USC Medical Center
Martin Luther King Jr. Gen. Hosp., LA
UCLA Hospital and Clinics
White Memorial Medical Center, LA
Rancho Los Amigos, Downey
Santa Marta Hospital
Kaiser Foundation, QOakland
Kalser Foundation, Sacramento
San Bernardino County Medical Center
Kaiser Foundation., Fontana
Mercy Hospital, San Diego
UCSD Unaversity Hospital
Kaiser Foundation, SF
Mt. Zion Hosp. and Med. Cent., SF
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Medical School
Affiliataon
of Hospital

5

UCLA
Uch

UCSF
LL
[1[o} }

USsC
UCLA
Usc

UsC
UCLA
UCLA
LL, USC

UCSF
ucon
LL, UCLA

UCSD
UCSD
UCSF
UCSF

Number of
Training

Slots

4

14
10
12
24

10
iz

19

27

12

16
16
54
23
20
12



TABLE M-16 {Continued)

Medical School Number of

Affiliation Training
Location of Hospital Slots
UCSF Program UCSF 26

Children's Hospital
Moffitt Hospital
San Francisco General
Stanford Affiliated Hospitals 8 18
Stanford University
Santa Clara Valley Med. Cent.,
San Jose
Kaiser Foundation, Santa Clara
San Joaquin General, Stockton UCSF, UCD 8
LA County-Harbor General, Torrance UCLA, UCI 26
Memorial Hospital, Long Beach

OPHTHATMOLOGY

Militarv/Federal

Letterman Army Medical Center, SF
Naval Regaional Med. Cent., QOakland
Naval Regional Med. Cent., San Diego
U.S5. Public Health Service, SF

w0 O O

Non-Federal and VA

Kern County General, Bakersfield UCLA 3
UCD Affiliated Hospitals UCD 7
Sacramento Medical Center
VA, Martinez
Valley Medical Center, Fresno UCSF 13
UCI Affiliated Hospitals UCI 8
Orange County Medical Center
VA, Long Beach
Loma Linda Affiliated Hospitals LL 6
Loma Linda University
Riverside General

Hollywood Presbyterian Med. Center, LA 6

LA County-USC Medical Center USC 18

Martin Luther King Jr. Gen. Hosp., LA UCLA 6

UCLA Hospital and Clinacs UCLA 14
VA, Sepulveda, LA

VA, Wadsworth, LA UCLA 9
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TABLE M-16 (Continued)

Medical School Number of

Affiliation Training
Location of Hospital Slots
White Memorial Medical Center, LA LL, USC 9

Santa Fe Memorial
Rancho Los Amigos, Downey
Glendale Adventist Medical Center
Olive View Medical Center, Sylmar
UCSD Affiliated Hospitals UcsD 6
Unaiversity Hospital
VA, San Diego

Pacific Med. Cent.-Presbyteriam, SF UCSF )
Highland General, Oakland
UCSF Program UCSF 18

Moffict Hospital
VA, San Francisco
Stanford Affiliated Hospitals s 9
Stanford Universitv
VA, Palo Alto
Santa Clara Vallev Med. Cent.,
San Jose

ORTHOPEDIC SURGERY

Militarv/Federal
Letterman Army Medical Center, SF 12
Shriners Hosp. for Crippled Children
SF
Shriners Hosp. for Crippled Children,
LA
Naval Regional Medical Center, Oakland 11
Naval Regional Medical Cent., San Diego 16

Non-Federal and VA

UCD Affiliated Hospitals uco 12
Kaiser Foundation, Sacramento
Sacramento Medical Center

UCI Affiliated Hospitels UCT 15
Children's Hospital of Orange County
Orange County Madical Center
Fairview State, Costa Mesa
VA, Long Beach
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TABLE M-16 (Continued)

Location

Loma Linda Affiliated Hospitals
Loma Linda University
Rancho Los Amigos, Downey
Kaiser Foundation, Fontana
Riverside General
San Bernardino County Med. Center,

San B.

LA County-USC Medical Center
Children's Hospital of Los Angeles
Rancho Los Amigos, Downey

Martin Luther King Jr. Gen. Hosp. LA

Orthopedic Hospital, LA
LA County-USC Medical Center
VA, Sepulveda
LA County-Harbor General, Torrance

UCLA Affiliated Hospitals
UCLA Hospital and Clinics
Shriners Hospital for Crippled

Children, 1A

White Memorial Medical Center, LA
Adventist Medical Center, Glendale
LA County-USC Medical Center
Rancho Los Amigos, Downey

Highland General, Oakland

UCSD Affiliated Hospitals
University Hospital
Children's Hosp. and Health Center
Donald N. Sharp Memorial Community
Mercy Hospital and Medical Center
VA, San Diego

SF Orthopedic Residency Training Program

Mary's Help, Daly City
Kaiser Foundation
St. Joseph's

Medical School
Affiliation
of Hospital

LL

USC

UCLA

Usc

UCLA

LL, USC

UcsD

St. Mary's Hospital and Medical Center

VA, Martinez
PATHOLOGY

Military/Federal
Letterman Army Medical Center, SF

Naval Regiomal Medical Center, Oakland
Naval Regional Medical Cent., San Diego
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16

32

24

12
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TABLE M-16 {Continued)

Location

Non-Federal and VA

UCD Affiliated Hospitals
Sacramento Medical Center

City of Hope Medical Center, Duarte
UCI Affiliated Hospitals

Orange County Medical Center

Memorial Hospital, Long Beach
Loma Linda Affiliated Hospitals

Loma Linda University

St. Mary's Medical Center, Long Beach
VA, Long Beach
Cedars-Sinai Medical Center, LA
Children's Hospital, LA
Kaiser PFoundation, LA
LA County-USC Medical Center
UCLA Hospital and Cliinics
VA, Wadsworth, LA
White Memorial Medical Center, LA
VA, Martinez
Donald N. Sharp Memorial Community,

San Diego

Mercy Hospital and Med. Cent., San Diego

UCSD Affiliated Hospitals
University Hospital
VA, San Diego
Kaiser Foundation, SF
Mt. Zion Hosp. and Med. Cent., SF
Pacific Med. Cent.-Presbyterian, SF
UCSF Program
Moffitt Hospital
San Francisco General
VA, San Francisco
Stanford Affiliated Hospitals
Stanford University
VA, Palo Alto
LA County-Harbor General, Torrance

PATHOLOGY, FORENSIC

Non-Federal and VA

Dept. of Chief Med. Examiner, LA County

Coroner
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Medical School
Affiliation
of Hospital

Uch

UCI

LL

UCLA
ucI

UCLA

Usc, UCL, LL

Usc
UCLA
UCLA
LL, USC

UCsD
UCSD
UCSD

UCSF
UCSF
UCSF
UCSF

UCLA, UCI

Number of
Training

__Slots

17

16



TABLE M-16 (Continued)

Location

Institute of Forensic Sciences, Oakland
Sacramento County Coromer's Office

UC Medical Center, SF

Santa Clara County Med. Examiner-Coroner

PATHOLOGY, NEUROPATHOLOGY

Non-Federal and VA

UCD Affiliated Hospitals
LA County-USC Medical Center
UCSF Program
Moffitt Hospital
San Francisco General
VA, San Francisco
Stanford University Affiliated Hospitals
Stanford University
VA, Palo Alco

PEDIATRICS

Milatary/Federal

Air Force Medical Center, Fairfield
Letterman Army Medical Center, SF
Navy Regional Medical Center, Oakland
Navy Regional Medical Cent., San Diego

Non-Federal and VA

UCD Affiliated Hospitals
Sacramento Medical Center
Valley Medical Center, Freano
UCI Affiliated Hospitals
Children's Hospital of Orange County
Orange County Medical Center
Memorial Hospital, Long Beach
Loma Linda Affiliated Hospitals
Loma Linda University
Cedars-Sinal Medical Center
Children's Hospital of Los Angeles
Kaiser Foundation, LA
LA County-USC Medical Center
Martin Luther King Jr. Gen. Hosp., LA
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Medical Schocl
Affiliation
of Hospital

UCSF

UCpD
UscC
UCSF

UcD

UCSF
UCI

LL

UCLA
Usc, UCI, LL

usc
UCLA

Number of
Training

Slots

o

e

20

22
54

31

14
66
11
27
27



TABLE M-16 (Continued)

Location

UCLA Hospital and Clinics
White Memorial Medical Center, LA
Children's Hosp. Med. Cent., Oakland
Kaiser Foundation, Oakland
UCSD Affiliated Hospitals
University Hospital
Mercy Hospital, San Diego
Children's Hospital, SF
Kaiser Foundation, SF
Mt. Zion Hosp. and Med. Cent., SF
UCSF Program
Moffitt Hospital
San Francisco General
Santa Clara Valley Med. Cent., San Jose
UCSF Program
Moffitt-UC Hospitals
Children's Hospital
Mt. Zion Hospital and Medical Center
Pacific Medical Center-Presbyterian
Ralph K. Davies Med. Cent.-Franklin
San Francisco General
Shriners Hosp. for Crippled Children
VA, San PFrancisco
Children's Hosp. Med. Cent., Oakland
Highland General, Oakland
Kaiser Foundation, Oakland
Samuel Merritt, Oakland
Stanford Affiliated Hospitals
Stanford University
VA, Palo Alto
Santa Clara Valley Med. Cent.,
San Jose
Kaiser Foundation, Santa Clara
LA County-Harbor General, Torrance
Orthopedic, LA

OTOLARYNGOLOGY

Military/Federal

Naval Regional Medical Center, Oakland
Naval Regional Medical Center, San Diego
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Medical School
Affiliation
of Hospital

UCLA
LL, USC
UCSF, 5
UCSF
UCcsD

UCSF
UCSF
UCSF
UCsF

S, UCSF
UCSF

UCLA, UCI

Number of
Training

Slots

32
8
34
8
k)

15
11
14
39

14
49

16

15



TABLE M-16 (Continued)

Medical School Number of

Affiliation Training
Location of Hospital Slots
Non-Federal and VA
UCD Affiliated Hospitals UcCD 8
Sacramento Medical Center
UCI Affiliated Hospitals UCE 12
Orange County Medical Center
VA, Long Beach
LA County-USC Medical Center Usc 20
Martin Luther King Jr. Gen. Hosp., LA UCLA 6
UCLA Hospital and Clinics UCLA 12
LA County-Harbor General, Torrance
VA, Wadsworth, LA UCLA 9
White Memorial Medical Center, LA LL, USC 8
Kaiser Foundation, QOakland UCSF 6
UCSD University Hospital UCSD 8
UCSF Program UCSF 12

Moffitt Hospital
San Francisco General
Valley Medical Center, Fresno
VA, Fresno
VA, San Francisco
Stanford Affiliated Hogpitals s 12
Stanford University
VA, Palo Alto
Santa Clara Valley Med. Cent.,

San Jose
Stanford Affiliated Hospitals S 35
Stanford University
LA County-Harbor General, Torrance UCLA, UCI 24

PEDIATRIC ALLERGY

Non-Federal and VA

UCI Affiliated Hospitals UCI 2
Orange County Medical Center
Children's Hospital of Los Angeles Usc, UCI, LL 2
Kaiser Foundation, LA 2
LA County-USC Medical Center USsC 3
UCLA Hospital and Clinics UCLA 6
UCSD University Hospital ucsD 4
Kaiser Foundation, SF UCSF 2
UCSF Progran UCSF 3

Moffitt Hospital
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TABLE M-16 (Continued)

Location

Stanford Affiliated Hospitals
Stanford University
LA County-~Harbor General, Torrance

PEDIATRIC CARDIOLOGY

Non-Federal and VA

Children's Hospital of Los Angeles
UCLA Hospital and Clinics
UCSD University Hospital
UCSF Program
Moffitt Hospital
Stanford Affiliated Hospitals
Stanford University

PHYSICAL MEDICINE AND REHABILITATION

Military/Federal

Letterman Army Medical Center, SF
Kaiser Foundation, Vallejo

Non-Federal and VA

UCD Affiliated Hospitals
Sacramento Medical Center
VA, Martinez

UCIL Affiliated Hospitals
Crange County Medical Center
Memorial Hospital, Long Beach
VA, Long Beach

LA County-USC Medical Cemnter

VA, Wadsworth, LA

Stanford Affiliated Hospitals
VA, Palo Alto
Santa Clara Valley Med. Cent.,

San Jose

PLASTIC SURGERY

Non~Federal and VA

UCI Affiliated Hospitals
Orange County Madical Center
VA, Long Beach
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Medical School
Affiliation
of Hospital

S

UcLA, UCI

1L, USC, UCI
UCLA
UCSD
UCSF

]

uchb

UcCl

UsC
UCLA

UCI

Number of
Training

_ Slots

4

4
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TABLE M-16 {Continued)

Medical Scheool

Affiliation
Location of Hospital
UCLA Affiliated Hospitals UCLA

UCLA Hospital and Clinics
VA, Wadsworth
Rancho Los Amigos, Downey
VA, Sepulveda
LA County-Harbor General, Torrance
UCSD Affiliated Hospitals UCsD
University Hospital
VA, San Diego
St. Francis Memorial, SF
UCSF Program UCSF
Moffitt Hospital
Ralph K. Davies Med. Cent.-Franklin
San Francisco General
VA, 5an Francisco
Stanford Affiliated Hospitals 5
Stanford University
VA, Palo Alto
Santa Clara Valley Med. Cent.,
San Jose

PREVENTIVE MEDICINE

Non-Federal and VA

UC Berkeley School of Public Health

Charles R. Drew Postgrad. Med. School,
LA

UCLA School of Med./School of Public
Health

PUBLIC HEALTH

Non-Federal and VA

State of California, Sacramento
Participating counties: Alameda, Contra Costa,
Los Angeles, Orange, Riverside, Sacramento
San Bernardino, San Diego, San Francisco, San Mateo,
Santa Clara, Santa Cruz, Yolo, and City of Berkeley
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TABLE M-16 (Continued)

Location
OCCUPATIONAL MEDICINE (IN PLANT)

Non-Federal and VA

Kaiser Steel Corporation, Fontana
PSYCHTATRY

Military/Federal

Letterman Army Medical Center, SF

Non-Federal and VA

Herrick Memorial, Berkeley

Camarillo State

UCD Affiliated Hospitals
Sacramento Medical Center
Stockton State

Fresno County Dept. of Heath/Mental

H. Serv.
Fresno County Dept. of Health
Valley Medical Center, Fresno
UCI Affiliated Hospitals
Orange County Medical Center
VA, Long Beach
Loma Linda Affiliated Hospitals
Loma Linda University
Cedars-8inai Medical Center, LA
LA County-USC Medical Center

Martin Luther King Jr. Gen. Hosp., LA

UCLA Affiliated Hospitals
UCLA Neuropsychiatriec Institute
VA, Brentwood

VA, Sepulveda, LA

Highland General, Oakland

Napa State Hospital

UCSD Affiliated Hospitals
University Hospital
VA, San Diego

Mt. Zion Hosp. and Med. Cent., SF

Pacific Med. Cent.-Presbyterian, SF
St. Mary's Hospital and Medical Center,

SF
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Medical School
Affiliation
of Hospital

UCLA
Uch

UcIt

LL
UCLA
UscC

UCLA
UCLA

UCLA
UCSF
UCcsD
UCSF
S, UCSF

UCSF

Number of
Training

Slots

21

11
12
42

46

20
21
85
15
76
25

15
36

13



TABLE M-16 {Continued)

Location

UCSF Program
Langley Porter Neuropsychiatrie
Institute
VA, San Francisco
San Mateo Community Mental Health
Services
Stanford Affiliated Hospitals
Stanford University
VA, Palo Alto
Santa Clara Valley Med. Cent.,
San Jose
Olive View Medical Center, Sylmar
LA County-Harbor General, Torrance

CHILD PSYCHIATRY

Military/Federal

Letterman Army Medical Center, SF

Non-Federal and VA

Camarillo State Hospital
UCD Affiliated Hospitals
Sacramento Medical Center
UCI Affiliated Hospitals
Orange County Medical Center
Cedars-Sinal Medical Center, LA
Children's Hospital of Los Angeles
LA County-USC Medical Center
Reiss—-Davis Child Study Center, LA
UCLA Neuropsychiatric Institute, LA
Napa State Hospital
Pasadena Child Guidance Clinic
Children's Hospital, SF
Mt. Zion Hosp. and Med. Cent., SF
St. Mary's Hosp. and Med. Cent., SF
UCSF Program
Langley Porter Neuropsychiatric
Institute
Stanford Affiliated Hospitals
Stanford University
LA County-Harbor General, Torrance
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Medical School
Affiliation
of Hospital

UCSF

UCLA
UCLA, UCI

UCLA
UCD

ucItL

UCLA

Usc, UCI, LL
usc

UCLA

UCSF

UCSF

UCSF

UCSF

S

UCl, UCLA

Number of
Training

Slots

48

15
36

9] oo

[
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TABLE M-16 (Continued)

Location
RADIOLOGY

Non-Federal and VA

VA, Long Beach
White Memorial Medical Center,
Long Beach

RADIOLOGY, DIAGNOSTIC

Military/Federal

Air Force Medical Center, Fairfield
Letterman Army Medical Center, SF

Naval Regional Medical Center, Oakland
Naval Regional Medical Center, San Diego

Non-Federal and VA

UCD Affiliated Hospitals
Sacramento Medical Center

Medical School
Affiliation
of Hospital

UCI

LL, USC

ucD

Sutter Community Hospitals, Sacramento

UCI Affiliated Hospitals
Orange County Medical Center
Memorial Hospital, Long Beach
VA, Long Beach
St. Mary's Medical Center, Long Beach
Cedars—-Sinai Medical Center, LA

Hosp. of the Good Samaritan Med. Cent.,

LA
Kaiser Foundation, LA
LA County-USC Medical Center
Martin Luther King Jr. Gen. Hosp., LA
UCLA Hospital and Clinacs
VA, Wadsworth, LA
White Memorial Medical Center, LA
VA, Martinez
UCSD Affiliated Hospitals
University Hospital
VA, San Diego
Children's Hospital, SF
Mt. Zion Hosp. and Med. Cent., SF
St. Mary's Hosp. and Med. Cent., SF
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UCL

Ucl
UCLA

UuscC

Usc
UCLA
UCLA
UCLA
LL
uch
UCSD

UCSF
UCSF
UCSF

Number of
Training

Slots

21

12
15

18

15

33



TABLE M-16 (Conti

Location

UCSF Program
Moffitt Hospital
San Francisco General
VA, San Francisco
Santa Clara Valley Medical Center,
San Jose
Santa Barbara Gemeral-Cottage Hospitals
Santa Barbara General
Santa Barbara Cottage
Cancer Foundation of Santa Barbara
Stanford Affiliated Hospitals
Stanford University
VA, Palo Alto
LA County-Harbor General, Torrance

RADIOLOGY, THERAPEUTIC

Military/Federal

Naval Regional Medical Center, San Diego

Non-Federal and VA

UCD Affiliated Hospiltals
Sacramento Medical Center
Sutter Community Hospitals, Sacramento
UCI Affiliated Hospitals
Orange County Medical Center
Children's Hospital of Orange County
St. Joseph's, Orange
VA, Long Beach
Loma Linda University
LA County-USC Medical Center
UCLA Hospital and Clinics
VA, Wadsworth, LA
UCSD University Hespital
Mt. Zion Hosp. and Med. Cent., SF
St. Mary's Hospital Affiliated Hospitals,
SF
Pacific Medical Center-Presbyterian
St. Mary's Hosp. and Med. Cent.
St. Francis Memorial
Santa Rosa Radiation Therapy Cent.,
Santa Rosa
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Medical School
Affiliation
of Hospital

UCSF

S, UCSF

UCLA, UCI

ucD

UCI

LL
UscC
UCLA
UCLA
UCSD
UCSF

UCSF, S

Number of
Training

Slots

41

£ D

25

19

Wwwodhhh M-~



TABLE M-16 (Continued)

Medical School Number of

Affiliation Training
Location of Hespital Slots
UCSF Program UCSF i1

Moffitt Hospital
Ralph K. Davies Med. Cent.-Franklin
San Francisco General
Stanford Affiliated Hospitals S 15
Stanford University
VA, Palo Alto
Santa Clara Valley Med. Cent.,

San Jose
LA County-Harbor General, Torrance UCLA, UCI 2
City of Hope Medical Center, Duarte LL

SURGERY

Military/Federal

Air Force Medical Center, Fairfield 14
Letterman Army Medical Center, SF 12
Naval Regional Medical Center, Oakland 10
Naval Regional Medical Center, San Diego 37
U.S. Public Health Service, SF 13

Non-Federal and VA

Kern County General, Bakersfield UCLA 18
UCD Affiliated Hospitals ucn 38
Sacramento Medical Center
Kaiser Foundation, Sacramento
Sutter Community Hospitals, Sacramento
Valley Medical Center, Fresno UCSF 26
UCI Affiliated Hospitals UCcI 45
Children's Hospital of Orange County
Orange County Medical Center
VA, Long Beach
Loma Linda Affiliated Hospitals LL 34
Loma Linda University
Riverside General

Memorial Hospital Med. Cent., Long Beach  UCI 12
Naval Regional Medical Center

California Hospatal Med. Cent., LA usc 6

Cedars-Sinai Medical Center, LA UCLA 17

Kaiser Foundation, LA 15

LA County-USC Medical Center usc 74

Martin Luther King Jr. Gen. Hosp., LA UCLA 23
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TABLE M-16 {Continued)

Medical School Number of

Affiliation Training
Location of Hospital Slots

Queen of Angels, LA 8
UCLA Affiliated Hospitals UCLA 78

UCLA Hospital and Clinaics

San Bernardino County Med. Cent.

VA, Sepulveda, LA

VA, Wadsworth, LA
White Memorial Medical Center, LA Usc, LL 15
VA, Martinez [1(#)] 16
Highland General, Oakland UCSF 21
Kaiser Foundation, Oakland UCSF 12
Kaiser Foundation, Panorama City 6
Huntington Memorial, Pasadena USC 11
Kaiser Foundation, Sacramento UucD 8
UCSD Affiliated Hospitals UCSD 59

University Hospital

VA, San Diego
Karser Foundation, SF UCSF 16
Mt. Zion Hosp. and Med. Cent., SF UCSF 12
St. Mary's Hosp. and Med. Cent., SF UCSF 23
UCSF Program UCSF 54

Moffitt Hospital
“Children's Hospital
San Francisco General
VA, San Francisco
Santa Barbara General-Cottage Hospitals 11
Santa Barbara General
Santa Barbara Cottage
Stanford Affiliated Hospitals S 37
Stanford University
VA, Palo Alto
Santa Clara Valley Med. Cent.,

San Jose
San Joaquin General, Stockton UCDh, UCSF 8
LA County-Harbor General, Torrance UCLA, UCI 42

THORACIC SURGERY

Military/Federal
Letterman Army Medical Center, SF 2
Naval Regional Medical Center, San Diego 2
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TABLE M-16 (Continued)

Location

Non-Federal and VA

UCD Affiliated Hospitals
Sacramento Medical Center

UCI Affiliated Hospitals

Orange County Medical Center

VA, Long Beach
Hosp. of the Good Samaritan Med. Cent.,

LA
LA County-USC Medical Center
UCLA Hospital and Cliniecs

VA, Wadaworth, LA
UCSD Affiliated Hospitals

University Hospital

VA, San Diego
UCSF Program

Moffitt Hospital

VA, San Francisco
Stanford Affiliated Hospitals

Stanford University

Santa Clara Valley Med. Cent.,

San Jose

UROLOGY

Military/Federal

Letterman Army Medical Center, SF
Naval Regional Medical Center, Oakland

Naval Repional Medical Center, San Diego

Nen-Federal and VA

UCD Affiliated Hospitals
Kaiser Foundation, Sacramento
Sacramento Medical Center
VA, Martinez

UCI Affiliated Hospitals
Orange County Medical Center
VA, Long Beach

Loma Linda Affiliated Hospitals
Loma Linda University
Riverside General

Kaiser Foundatlion, Los Angeles
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ucb

UCL

usc
vsc
UCLA
UCSD

UCSF

ucob

UClL

LL

Number of
Training

Slots
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TABLE M-16 (Continued)

Location

LA County-USC Medical Center
UCLA Affiliated Hospitals
UCLA Hospital and Clinics
VA, Sepulveda, LA
VA, Wadsworth, LA
LA County-Harbor General, Torrance
White Memorial Medical Center, LA
UCSD Affiliated Hospitals
Mercy Hospital and Medical Center
University Hospital
VA, San Diego
UCSF Program
Moffitt Hospital
San Francisco General
VA, San Francisco
Stanford Affiliated Hospitals
Stanford University
VA, Palo Alto
Santa Clara Valley Med. Cent.,
San Jose
Kaiser Foundation, Santa Clara

FLEXIBLE RESIDENCIES

Military/Federal

Air Force Medical Center, Fairfield
Letterman Army Medical Center, SF

Naval Regional Medical Center, Oakland
Naval Regional Medical Center, San Diego
U.S. Public Health Service, SF

Non-Federal and VA

Kern Medical Center, Bakersfield
Valley Medical Center, Fresno

LA County-USC Medical Center

VA, Wadsworth, LA

White Memorial Medical Center, LA
Highland General, Oakland

San Bernardino County Medical Center
Mercy Hospital, San Diego
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Medical School
Affiliation
of Hospital

usc
UCLA

LL, USC
UCSD

UCSF

UCLA, UCSD
UCSF

Usc

UCLA

LL

UCSF

LL, UCLA
UCSF

Number of
Training

Slots

15
12

o P~

15

15
32
51

10
52

15
15

12
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TABLE M-16 (Continued}

Medical School Number of

Affiliation Training
Location of Hospital Slots

Pacific Medical Center Affiliated

Hospitals S, UCSF 5

Pacific Medical Center-Fresbyterianm,

SF

St. Mary's Hosp. and Med. Cent., SF UCSF 8
UCSF Program UCSF 32

Moffitt Hospital

San Francisco General
Santa Clara Valley Medical Center,

San Jose S 4
San Joaquin General, Stockton ucn, 5 6
LA County-Harboxr General, Torrance UCLA 20

Source: Liaison Committee on Graduate Medical Education and the
American Medical Association
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TABLE M-17

Locations at Which University of California Housestaff
Receive at Least Part of Their Training

DAVIS

O Qo O B N

UCD Medical Center, Sacramento

Kaiser Foundation Hogpital, Sacramento

Sutter Community Hospital, Sacramento

USAF Hospital Mather, Mather AFB

Mercy General Hospital, Sacramento

Mercy San Juan Hospital, Carmichael

Woodland Memorial Hospital, Woodland

Eskaton American River Health Care Center, Carmichael
Roseville Community Hospital, Roseville

10. Davis Community Hospital, Davis
11. David Grant USAF Medical Center, Travis AFB
12. Veterans Administration Hospital, Martinez
13. John Muir Memorial Hospital, Walnut Creek
14, Childrens Hospital, Oakland
15. Naval Regional Medical Center, Oakland
16. 1Institute of Forensic Science, Ozkland
17. Alta Bates Hospital, Berkeley
18. Donner Pavilion, Berkeley
19, Highland Alameda General Hospital, Oakland
20. VA Ambulatory Clinic, Sacramento
21. San Joaquin General Hospital, French Camp
22, Merced Community Medical Center, Merced
23. Shasta General Hospital, Redding
24, Contra Costa County Medical Services, Martinez
25. S8cenic General Hospital, Modesto
26. Mercy Hospital, Redding
27. Student Health Center, California State University, Sacramento
28. Student Health Center, University of California, Davis
29. Sacramento County Mental Health Clinics, Sacramento
30. Los Angeles General Hospital, Los Angeles
31. Letterman Army Medical Center, San Francisco
32. Sloan Kettering Cancer Institute, New York
33. Brook Army Medical Center, San Antonio, Texas
34. Napa State Hospital, Napa
IRVINE
1. University of Califormnia, Irvaine, Medical Center
2., Memorial Hospital Medical Center, Long Beach
3. Veterans Administration Hospital, Long Beach
4. Childrens Hospital Of Orange County, Orange
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5. S8t. Joseph Hospital, Orange
6. City of Hope Medical Center, Duarte
7. Kaiser Foundation Hospital, Bellflower
8. Fairview State Hospital, Costa Mesa
9. Metropolitan State Hospital, Norwalk
10. Rancho Los Amigos Hospital, Downey
11. 8t. Jude Hospital & Rehabilitation Center, Fullerton
12. Naval Regional Medical Center, Long Beach
13. Federal Correctional Institution, Terminal Island
14, N.L., Industries, Los Angeles
15. Clinica Sierra Vista, Lamont
16. California Institute for Men, Chino
17. Childrens Hospital, Los Angeles
LOS ANGELES
1. UCLA Hospital and Clinics
2. Bloomington-Fontana Clinic, San Bermardino County
3. Brawley Clinic, Imperial County
4. Children's Hospital, Los Angeles
5. City of Hope, Los Angeles
6. County-USC, Los Angeles
7. Colteon Clinic, San Bernardino County
8. Edwards Air Force Base, Kern County
9. Kaiser Clinic, Los Angeles
10. Long Beach Memor:ial Hospiltal
11. Ontario Clinic, San Bermardino County
12. Orthopedic Hospital, Los Angeles
13. Oxnard Satellite Clinic, Ventura County
14, Pride House, Los Angeles
15. Rancheo Los Amigos, Los Angeles
16. Rialto Robert Wood Johnson Clinic, San Bernardino County
17. Ross~Loos Clinic, Los Angeles
i8. Shrine Hospital, Los Angeles
19. Simi Valley Satellite Clinic, Ventura County
20. UCLA Child Care Center
21. Venice Free Clinic
22. Women's Screening Clinic throughout Ventura County conducted on
a regular basis
23. Preceptorships in Bakersfieid, Eureka, Lancaster, Santa Rosa
and Tehachapi
SAN DIEGO
1. University Hospital of San Diego County
2. Mercy Hospital and Medical Center
3. Kaiser Foundation Hospital
4. Southern California Permanente Medical Group
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6.
7.
8.

10.
11.
12.

13.
14.

SAN

28,

32.

33.
34.

Tuba City Hospital

Donald N. Sharp Memorial Hospital

Children's Hospital and Health Center

Clinica de Salubridad de Campesinos, Brawley
Pioneers Memorial Hospital

Kern County Medical Center

Balboa Naval Hospital

Veterans Administration Hospital in San Diego
Linda Vista Community Health Care Center
Scripps Memorial Hospital

FRANCISCO

Childrens Hospital and Adult Medical Center, San Francisco
Crippled Childrens Hospital, Phoenix

Childrens Hospital Medical Center of Northern California, Oakland
Community Hospital of Sonoma County, Santa Rosa

Elk -~ various clinics

Firebaugh-Mendota Health Center, Fresmo-San Joaquin Valley
French Hospital, San Francisco

Fresno-Valley Medical Ceater

Fresno-San Joaquin Valley -~ various other clinics
Geyserville Clinic

Gualala -- various clinics

Healdsburg — various cliniecs

Highland General Hospital, Oakland

Hollister — various clinics

Irwin Memorial Blood Bank, San Francisco

Kaiser Foundation Hospital, San Francisco

Kaiser Foundation Hospital, Honolulu

Kaiser Permanente Medical Center, QOakland

Kaiser Hospital, Redwood City

King City —- various clinics

Letterman Army Medical Center, San Francisco

Langley Porter Neuropsychiatric Institute, San Franclsco
Maricopa County Hospital, Phoenix

Mt. Zion Hospital and Medical Center, San Francisco
Monterey -- various clinics

Natividad Medical Center, Salinas

Naval Regional Medical Center, Oakland (formerly Oak Knoll)
Occidental Health Center

Peninsula Hospital and Medical Center, Burlingame

United States Public Health Hospital, San Francisco
Pacific Medical Center, San Francisco (formerly Presbyterian
Hogpital)

Ralph K. Davies Medical Center, San Francisco (formerly Franklin
Hospital)

Rancho Los Amigos Hospital, Downey

Russian River Health Center
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35.
36.
37.
38.
39.
40.
41.
42.
43.
b4,
45.
46.
47.

48,
49.
50.
51.
52.

Stanford Medical Ceanter, Palo Alto

San Francisco General Hospital

San Francisco Medical Center (formerly SFGH)

Scenic General Hospital, Modesto

Shriners Hospital for Crippled Children, Honolulu

San Joaquin General Hospital, Stockton

Samuel Merritt Hospital, Oakland

Shriners Hospital for Crippled Children, San Francisco
Sonoma Community Hospital

St. Lukes Hospital, San Francisco

St. Marys Hospital and Medical Center, San Francisco
Ukiahk -- various clinics

U.C. Hospital and Clinics, S.F. (includes UC, Moffitt &
Ambulatory Care Center)

Veterans Administration Hospital, San Framcisco
Veterans Administration Hospital, Fresno

Veterans Administration Hospital, Phoenix

Valley Medical Center of Fresno

Ft. Ord Army Hospital, Fort Ord
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CHAPTER I1I
NURSING EDUCATION

Of the five health fields examined in this Plan, perhaps nursing 1s
the most unusual in terms of educational preparation. In the other
fields--medicine, dentistry, optometry, and pharmacy--the law pre-
scribes the licensing of the health professional after graduation
from an educational program of specified length and content. In
nursing, the law permits the licensing of the Registered Nurse (R.N.)
after completion of one of three programs: two-year {associate
degree, A.A.); three-year (diploma); or four-year (baccalaureate
degree, B.S.). Even then, compietion of one of these programs 1s
not required for licenmsure; a category of "non-graduates" is allowed
to take the license examination. In addition, another category of
nurse, the Licensed Vocatiomal Nurse (L.V.N.)}, 1s trained 1n one-
year programs.

Furthermore, there is little agreement in the literature of health
care about how the graduates of the three R.N. programs differ in
professional competency and in their duties after licensure.

In addition to the confusion introduced by this multiple licensing
system, other problems exist in analyzing the field of nursing
because of the weaknesses in available data. It 1s difficult to
obtain the same quantity and quality of data on the output and
enrollment of the various nursing programs that are available in
the other four health fields in this study. This is particularly
true of the two- and three-year R.N. programs, and of the L.V.N.
programs. The Higher Education General Information Survey (HEGIS)
does not identify academic majors in two-year institutioms; thus,
enrollments in associate degree nursing programs are impossible to
obtain from this source. Likewise, HEGIS does not provide informa-
tion on the hospital-based three-year programs and their enrollments
and outputs.

Further complicating its study is the fact that nursing is widely
regarded, both from within and without, as a profession with serious
problems of identity and morale.

A recent article in Hospitals, the journal of the American Hospital
Association made the point effectively. Proveocatively entitled,
"Nursing Profession Undergoes Intensive Scrutiny and Adjustment,"
the article reported:

A review of the 1976 nursing literature shows an over-
riding concern with the evolution, status, and role of
nursing both as an entity in 1tself and within the struc-
ture of the hospital. This concern is expressed through-
out the literature in many themes, such as the image of
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the nurse, the conflict over educatiomal preparationm, the
control of nursing practice, the issues of accountability
and responsibility, nurse autonomy, and the leadership of
the nurse administrator as a change agent. This concern
is echoed throughout the hierarchy of nursing, from staff
nurse to nurse manager, to nurse administrator, nurse
practitioner and nurse clinician.

Although not enumerated in this article, some of the present con-
troversies in nursing include:

1. Educaticnal Preparation

Considerable pressure exists to eliminate the present occu-
pational title of Registered Nurse, and to move instead to
two categories: a professional nurse, one who has had grad-
‘uate/professional edueation; and a technical nurse, one who
corresponds to the present L.V.N. and associate degree
nurse.

2. The Nature of Nursing

Consistent with a higher level of profeasionalism, pressure
exists to move nursing into the category of a scientific
discipline rather than the behavioral field it 1s so fre-
quently 1dentified as being.

3. Patient Care

Strong philosophical crosscurrents exist in patient care;
e.g., one group of nurses wants to be relieved of the menial
tasks in nursing, while another group--those with a holistic
point of view called primary care nursing--want to be assigned
all aspects of patient care, including menial tasks.

There are other controversies between those who have a behavioral
view of nureing and those who have a physiological view—~-those con-—
cerned with "care" versus those concerned with "cure."

While nursing educators point out that progress is being made within
the profession on resolving these issues, the problems remain more
visible than the progress. Thus, examining nursing education is a
challenging assigmment.

ADEQUACY OF PROGRAM SIZE

In 1ts Health Manpower Plan, the Department of Health devotes rela-
tively little attention to nursing, but does offer two findings:
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1) Because of the lack of accepted ratiocs for the proper
number of nurses per unit of population, 1t is impos-
sible to know how many nurses we need.

2) The supply of nurses continues to grow rapidly 1in
California, and will probably continue to exceed
anticipated demand, although there may be scme local
shortages.

These findings give rise to a single recomnendation:

State initiatives to increase the overall supply of nurs-
ing personnel should be specifically targeted toward such
goals as increasing the supply in underserved areas; in-
creasing the number of ambulatory care nurse practitioners,
especially family nurse practitioners; 1ncreasing the num-
ber of needed nurse specialists, such as geriatric nurses;
and increasing the number of nurses who can work effec~-
tively among bilingual and multicultural populations.

This recommendation, similar to earlier ones on medicine in the
Health Manpower Plan, speaks of any increases in supply being 'spe-
c1fically targeted" toward special needs. Meeting such needs in
nursing, however, may be even more difficult than in medicine.
Perhaps in educating nurses for expanded roles, or 1n educatling
bilingual nurses, or in setting up education programs in underserved
areas, such "targeting" might be possible. However, the ambiguity
and lack of legal status of nurse practitiomers--as discussed 1in the
chapter on medicine-—can place limitations on the expanded use of
these health professionals. An even greater limitation is the fact
that, for the most part, a nurse cannot decide unilaterally to move
to an underserved area as can a physician. S3ince the nurse gemner-
ally depends upon the existence of a hospital for work, he or she
can only work where there are hospitals with vacancies-—even though
real needs for health care may exist elsewhere. Thus, to "target"”
nursing education toward areas of unmet need is no assurance by
itself that the need will be met.

The 1mpact of such a recommendation=-to increase enrollments selec-
tively--can be appreciated only after examining information on the
number of graduates and the enrollment levels of nursing education
programs in Califormia.

Qutput of Caiifornia Nursing Programs

The total number of R.N. programs, their total output, and their
rate of growth are apparent from Table N-1.
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TABLE N-T

Output of R.N. Education Programs
in California

Tocal Number B S A A Diploma
Year Programg Graduates Programs Graduates Programa Graduates Programs Graduactes
1964 66 1,379 16 340 30 647 20 392
1965 83 1,314 15 i01 32 834 18 379
1966 69 1,938 16 473 35 364 18 398
1967 65 2,103 15 594 a2 250 18 539
1968 67 2,318 18 583 35 1,179 16 556
1969 68 2,626 15 A43 38 1,395 15 588
1970 NA 3,071 Na 791 Na 1,775 NA 505
1971 33 3,302 16 914 57 1,396 10 492
1972 79 3,895 16 1,015 33 2,386 10 491
1973 78 3,939 17 1,018 55 2,352 6 369
1974 852 +,523 13 1,253 58 2,886 ] 184
1975 34 4,585 19 1,385 6Q 3,126 5 74
1976 33 5,193 19 1,548 60 3,344 4 371
1977 83 5,226 19 1,417 62 3,534 “ 275
1978 a3 5,125 19 1,388 63 3,482 4 255

Saurce: Board of Registered Yursing, The Jonn Woug Report

It 1s evident from Table N-1 that considerable growth has taken
place in nursing programs in the State. Only diploma programs have
declined in number and ocutput. In the past decade, the output of
B.S. programs has increased 137 percent and the output of A.A. pro-
grame has increased 272 percent. For all programs combined, the
total output increased 149 percent during this period.

Additional details follow, by institution, on the number of nursing
graduates produced in each type of program. Table N-2 displays the
output of baccalaureate programs which lead to licensure.

In the public sector of higher education, the growth in ocutput of
B.S.-degree nursing programs, seems to have leveled off during the
last several years. Growth continues 1n the private institutions,
but it also shows signs of slowing down.

-70-



TABLE N-2

Number of Graduates
of B.S. Degree Nursing Programs

Iostitutiou 1972 1973 1974 1975 1976 1977 1978
UCLa 40 49 a8 43 al 48 51
0CSF 67 %0 79 182 132 10 140

Total, UC 107 139 117 225 213 138 191
£SC, Bakersfield - 57 62 38 46 55 77
CsU, Chico 61 70 89 32 91 78 107
CSU, Fresno 95 129 105 128 11s 110 125
CsY, Hayward - 20 53 87 85 13 62
Humpoldt Statce U. 14 21 22 39 29 34 33
C3U, Long 3each 6l 14 72 83 92 103 132
CSU, Los angeles L4l 146 233 178 161 I 199
CsU, Sacramento - 47 76 59 100 74 lal
CSU, San Diego 105 34 79 34 as 37 97
San Francisco 5State U. g1 37 36 80 7 63 34
San Joge Stace U 3 119 130 114 129 110 106
Total, CSUC 704 76 97 342 99 383 1,163
Azusa Pacific - - - - - * 28
3iola 22 20 28 29 39 44 57
Loma Lainda 66 6 4 a3 77 a1 7
Mt. St. Mary's 34 45 53 73 73 68 58
Pr. Loma - - 31 23 i5 33 19
Stanford 26 18 18 - - - -
U. of San Frameisco 73 % 105 ue  us 120 129
Total, Privace
Iastitutions 227 219 319 323 343 346 77

Source: HEGIS; UC Scatistical Summary; CSUC Scatiscical Reporta.

*pzusa Pacific reported no graduates ca HEGIS for 1976=-77, but the imstitucien teported
23 graduactes in May of 1977 to che Board of Regiscered Nursing

Note. Tha CSU torala for Long Beach and Los angeles include graduaces who already have
been licensed as R.N s. CSUC nursing schools reported different totals for these
seven years to the Board of Hegistered Nursing. 677, 717, 826, B75, 992, 883,
821.

Table N-3 summarizes the degrees conferred since 1972 1in associlate
degree programs in the Community Colleges, and in the three four-
year institutions which have such programs.

The growth in output of associate degree programs has been extremely
rapid. In five years' time it has risen 45 percent in the Community
Colleges, and a spectacular 123 percent in the private four-year
institutions.
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TABLE N-3

Assoclate Degree Nursing Programs

Degrees Conferred by Community Colleges

School

American River

Antalope Valley

Bakersfield

Cabrille

Cerritos

Chabot

Chaffey

C €. of San Framcisco

College of the Desert

College of Marin

College of the Redwoods

College of Sam Mateo

College of the Sequoilas

Compton College

Contra Costa

Cuesta

Cypress

De Anza

East Los Angeles

El Camineo

Fresao City College

Golden West

Grossmont

Hartnell

Imperial Valley

Long Beach City College

L.A. City College

L.A. Harbor College

A, Plerce

A Souchwest

.A Trade-Technical

L.A. Valley

Los Medanos

Merritec College

Modesto J C.

Mt. San Antonic

Napa

Ohleone

Palomar

Pasadena Ciry College

Rio Hondo

Riverside City College

Sacramento City College

Saddleback

San Bernmardinmo Valley

San Diego Cicy

San Joaquin Delta

San Jose C.C. -
Evergreen Valley

Santa Ana

Santa Barbara C.C.

Santa Monica C.C.

Santa Rosa C.C.

Shasta

Solano

Southwestera

Ventura

Viccor Valley

e

Totzals

Source: Nursing Board.

1972 1973 1974 1973 1976 1977 1978
26 37 i3 i3 35 2 35
36 34 35 28 31 40 33
33 42 38 a7 58 42 32
35 25 24 36 31 35 34
42 53 49 71 78 84 71
18 48 46 40 50 49 44
43 52 50 50 29 72 69
31 42 69 87 91 30 88
46 40 34 51 65 58 90
4b 40 40 13 5l 47 &2
14 23 22 28 30 28 42
41 40 50 35 43 49 37
39 29 27 a2 ] 9 29
32 52 51 63 4b 46 42
96 a5 73 9 70 T4 &4
25 26 6 22 25 15 26
62 a7 77 77 78 76 85
47 36 54 35 13 43 34
48 -9 66 64 92 45 79
69 51 60 71 84 77 15
45 49 43 49 34 72 70

7 69 64 84 93 108 84
42 40 40 3 46 50 49
25 22 23 26 24 27 25
- 30 26 13 32 24 24
72 89 82 102 119 129 115
79 8L 110 75 93 95 68
40 61 77 sl a7 60 68
50 30 60 T4 71 75 81
51 41 a7 36 33 32 64
72 67 64 64 62 34 92
50 108 110 130 158 138 160
- - - - 16 20 19
52 43 49 46 49 50 52
32 43 57 42 38 105 51
25 kL] 42 43 4l 48 46
i 29 46 S0 47 1 39
- - 2 37 30 9 16
27 i1 61 7 65 49 56
78 33 10L 154 126 121 99
46 30 47 83 64 34 82
54 a1 71 71 81 93 38
4dy 46 4l LT 55 55 63
- 36 k. 63 67 54 a3
4l 45 45 49 51 57 57
31 27 29 28 30 28 29
60 48 49 57 67 60 61
58 34 31 54 5Q 63 48
- - 29 30 54 33 58
24 i2 37 36 14 37 22
36 42 54 59 60 65 37
L 25 36 44 52 48 4d
23 23 29 33 Al 33 29
34 39 29 l6 7 36 34
2 29 12 33 3 37 33
51 42 52 19 53 49 B4
= - - - - 28 28

2,290 2,451 2,729 2,933 3,129 3,320 3,482
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TABLE N-3a

Associate Degree Nursing Programs
Degrees Conferred 1n Four-Year Institutions

School 1972 1973 1974 1975 1976 1977 19739

Loma Linda 24 24 40 54 hé 38 35
Mt 5t. Mary's - - 34 36 32 46 69
Pacific Union 72 73 83 103 £19 107 99
Total, S=year 96 102 157 193 215 214 253

Ioatituctions

Source  Nursiog Board.

The third type of nursing program is the hospital-based diploma pro-
gram. Table N-4 contains a summary of the diplomas awarded since
1972 by hospitals operating these programs.

TABLE N-4

Number of Graduates, Diploma Nursing Programs

Inscitution 1971=72 1972-73 1973-74 1974-75 1975=76 1976=77 1377-78
CONTINUIRG PROGRAMS
St. Luke's 37 34 34 45 40 4l 39
Calif. Hospital Medical Crr. 24 23 30 40 42 15 40
L.&. County Medical Ctr. 162 177 175 163 229 120 126
Samual Merritt 57 48 _63 19 _60 79 50
Total 280 282 Jos ji8 i7nl 275 255
DISCONTINUED PROGRAMS
Hailser 46 45 45 36 - - -
San Joge Hospatal 30 42 15 - - - -
St, Vincent's 36 54 - - - -
Hollywood Presbyterian 39 - - - -
Queen of Angels 18 - - - - - -
St. Joseph's _22 _- _- - - - -
Toral 211 151 &0 56 - - -
Total, All Programs 491 433 384 374 n 275 255

Source: Rursing Board; Ladividual Hospitala.

The declining role of the diploma nursing programs 1s readily apparent.
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The reasons for this decline are not completely clear, but appear to
include:

1.

Increasing identification of nursing as a field of higher
education; e.g., the declaration to this effect by the
American Nurse's Association in the mid-1960s;

Practical problems for the hospital-based training programs
in teaching certain required subjects, forcing hospiltals
into dependence on higher education institutions for some of
their instruction;

Fiscal pressures, as costs imposed by the training programs
could not be passed on to third-party payment agencies, ab-
sorbed by the hospital, or passed on to student nurses; and

Competition from Community College programs which are shorter
than diploma programs, offer academic credit, and are tuition
free.

In addition to the baccalaureate and associate degree programs lead-
ing to licensure and the diploma programs leading to licensure,
there are a number of graduate nursing programs in California. The
graduate degrees awardad through these programs since 1972 are
summarized in Table N-3.

TABLE N-5

Graduate Degrees Awarded in Nursing

Inatitution 1972-73 1973=-74 1974~75 1973-76 1976=77 1977-78
MASTERS DEGREE PROGRAMS

CcSYU, Chice 1 4 8 5 3 3
CSU, Fresno 16 12 18 14 5 11
CSU, Los Angeles 24 40 46 29 19 26
San Jose State U. 14 9 12 15 19 12
€sU, Long Beach - - = - - 3

Total, CSUC 55 65 34 64 71 65
UCLA 59 75 89 69 83 105
UCSF 137 L3 Sb 149 135 134

Total, UC 196 228 140 218 238 239
Loma Linda 19 17 15 22 31 19

DOCTORS DEGREE PROGRAMS
UCSF 2 7 4 3 2 8

Source: CSUC Statistical Reporcs; UC Stariscical Summary; HEGIS.
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No significant growth is apparent 1in graduate programs 11 nursing.
This situation seems to suggest that the growth of graduate programs
characteristic of many disciplines 1s not occurring in nursing 1n
this State. The Universaity of Califormia, however, maintains an
emphasis on professional and graduate programs; its output of grad-
uate degrees in nursing exceeds its output of undergraduate degrees
in the same field.

Some interesting comparisons can now be made by examining the enroll-
ments of the various nursing programs.

Enrcllment in Nursing Programs

Enrollments in the three types of R.N. programs are reported in the

next set of tables. Table N-6 shows the enrollment in programs
leading to the B.S. degree and licensure.

TABLE N-6

Enrollments in B.S. Nursing Programs

Ingticution 1972-73 1973=T4  1974~-75 1975-76 1976717 1977-¥8  1978-79
UCLA 102 a8 95 92 123 98 97
UCSE 3 319 33 269 287 293 281
Toeal, GC 413 408 431 361 410 381 k¥i:)
CSC, Bakersfield 160 168 113 105 a6 37 95
csu, Chico 490 499 274 254 227 221 228
CsSU, Fresno 437 302 439 491 319 275 220
CSU, Hayward 284 02 120 195 140 122 213
Humboldt State [. 193 197 167 146 104 125 120
CSU, Long Beach 488 456 458 378 4la 372 470%
€50, Los Angeles 318 646 723 784 659 609 134%
csU, Sacramento 517 496 313 337 193 390 133
C3U, Saa Diego 543 423 279 310 285 286 247
San Francisco Stace U 254 06 325 347 218 250 3173
San Jose State V. 489 506 ah2 443 296 236 485
Total, C3UC 4,683 4,301 3,688 3,990 2,921 2,973 2,778
Azusa Pacific - - 29 NA 94 64 36
Biola 172 210 178 141 353 180 198
Loma Linda 114 265 279 255 254 372 a1l
Mt. St, Mary's 100 112 118 120 124 129 135
Point Loma 32 57 67 ur 159 263 122
Stanford 39 13 - - - - -
U of San Francisco 294 328 365 363 391 403 599
Total, Private
Ingtitutions 771 390 1,036 - 1,495 1,411 1,461

*These ipstitucions also have degree-completion programs for R.N.s, the stuaents of which
are rocluded in these totals.

Seurce: For public imsticutions HEGIS, UC Staristical Summarv, CSUC Scatistical Reports
For private inscitucionms: HEGIS; Board of Reglatared Nursiaog.

84—



One of the more interesting observations thus far in this Plan can
be made from Table N-6: the apparent lack of correlation between
trends 1a enrollment and output. Enrollment in State University
nursing programs during the past five years has declined by 37 per-
cent while, according to Table N-2, the number of graduates has In-
creased by 65 percent. Similarly, enrollment in the University's
undergraduate nursing program has declined over the past five years
by 7.8 percent, but the number of graduates has 1increased by 75.7
percent. There are a number of instances throughout this chapter
1n which nursing enrollments and the number of graduates seem to be
moving on separate cycles; the data suggests no explanation of this
phenomenon.

Enrollments in associate degree nursing programs are shown in Table
N-7.

TABLE N-7

Associate Degree Nursing Programs
Fall Enrollments

School 1972 1973 1974 1975 1976 1977 1978
American River T4 68 73 68 A7 75 76
Antelope Valley 36 69 68 2 79 77 82
Bakersfield 70 36 91 34 2 92 114
Cabrillo 66 66 36 72 74 72 75
Carritos 126 132 152 175 172 147 157
Chabot 90 92 64 99 90 87 89
Chaffey 99 105 76 110 lad 148 14
& C of San Framcisco 145 1+45 147 172 175 186 174
Callege of the Desgert 100 113 126 135 143 145 146
College of “arin 99 103 98 106 103 103 93
College of the Redwoods 54 35 &5 63 65 &6 66
College of San Mateo 143 119 121 127 121 105 115
College of the Sequoias 67 65 65 65 635 77 a2
Compton College 115 121 136 1315 132 124 116
Contra Costa 166 159 166 161 171 145 123
Cuesta 52 50 50 52 51 53 53
Cypress 1353 169 163 168 172 151 141
De Anza 121 116 100 108 107 111 103
East Los Angeles 124 137 185 194 184 196 180
El Caminc 118 138 153 153 152 152 170
Fresno City College 113 117 113 116 143 137 pEA
Golden West 15¢ 153 179 196 220 208 213
Grossmont 48 102 101 100 107 105 105
Hartnell 58 58 65 62 62 61 5&
Imperial Valley 69 64 67 72 71 88 78
Long Beach City College 197 198 221 245 257 239 256
L.&. Clty College 233 259 240 200 174 175 150
L.A. Harbor College 156 169 161 167 166 168 160
L.A. Pierce 110 145 le2 166 173 173 169
L.A. Southwest 125 163 131 193 118 206 209
L.A4. Trade-Technical 67 86 64 311 KRR 102 99
L.&. Valley 232 247 275 306 268 295 289
Los “adanos - - 20 38 &5 4l L
Merrict College 93 96 95 99 105 105 1c?
Modestoe J C. 129 174 161 134 185 137 176



School

Mt. San Antondo

Napa

Ohlone

Palomar

Pasadena City College

Ric Hondo

Riverside City College

Sacramento City College

Saddleback

San Bermardino Valley

San Diego City

San Joaquin Delta

San Joma C.C. -~
Evergreen Valley

Sanca Ana

Santa Barbara C.C.

Santa Monica C.C.

Santa Rosa C.C.

Shasta

Sierra

Solano

Southwestern

Ventura

VYictor Valley

Totals

Source: “Yursing Board

lostitution

Loma Linda
Mt. St. Mary's
Pacific Union

TABLE N-7

Associate Degree Nursing Programs

Fall Enrollments

(Continued)

1972 1973 1974 1975 1976 1977 1978
100 109 103 115 101 110 129
94 110 112 96 95 a9 97
40 85 B0 76 81 17 70
B89 107 99 117 119 132 147
130 252 264 243 255 218 236
110 126 142 148 173 175 181
175 185 185 191 201 197 184
116 115 118 132 133 129 121
82 107 127 103 124 194 151
98 103 116 110 116 117 122
27 30 29 30 33 32 39
110 113 123 127 125 133 1293
134 134 135 147 la4 143 159
- 30 30 0 55 59 47

78 83 83 31l 14 az 102
96 L06 112 115 115 122 121
a3 84 96 104 99 97 9g
59 Ga &9 66 73 70 74

- - - - - - 19

a7 78 91 a3 a7 81 83
73 17 79 717 77 19 74
99 98 95 123 120 131 165
- - = 31 58 70 72
5,820 6,319 6,482 7,098 7,242 7,089 7,180

TABLE N-7a
Associate Degree Nursing Programs
Fall Enrollments 1n 4-Year Institutions

1972 1973 1974 1975 1976 1977 1978
94 114 148 169 167 &5 79
19 94 91 96 124 139 137
146 171 164 182 182 lé4 168
279 179 403 a47 473 388 k}.1

Total, 4=Year

Table N-7 provides another example of a different (slower) rate of

growth in nursing enrollments than in the number of graduates.

Table N-8 shows the enrollment trend for diploma programs, the only

nursing programs which are declining in numbers and enrollments.
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TABLE N-8
Fall Enrollments, Diploma Nursing Programs

Institution 1972-73 1973-74 1974-75 1975-76 1976-77 1977-78 1978-79
CONTINUING PROGRAMS
St Luke's 126 133 139 137 132 125 136
Calif Hospital Medical Ctr lad 143 151 151 166 166 1.0
L.A. Councy Medical Cer 433 479 405 3715 260 324 3635
Samuel Merritt 1836 208 205 216 377 160 18%
Total 508 913 300 879 835 776 a30
DISCONTINUED PROGRAMS
Kaiser 184 162 112 57 - - -
San Jose Haospital 164 80 19 - - - -
§t, Vincenc's 8l 82 - - - - -
Hollywood Presbycterian 142 - - - - - -
Queen of Angels 49 - - - - - -
St. Joseph's 29 - : - - i -
Toctal 649 324 i51 57 - - -
Total, All Programs 1,557 1,237 1,051 336 83% 776 830

Source: Nursipg Board; Individual Hospitals.

The number of diploma programs in nursing has shrunk from ten to
four in five years' time (from an all-time high of 134), and even
the surviving programs generally are losing enrollments.

Graduate enrollments in nursing are reported in Table N-9. No data
are available for Loma Linda University, since HEGIS does not iden-
tify nursing as a graduate field and since the Board of Registered

Nurses does not keep track of data on graduate programs.

Table N-9 shows the growth which has occurred in graduate nursing
enrollments in the two public segments of higher educatiom, although
in each case a single institution (UCSF, CSULA) 1s responsible for
the bulk of that growth.

TABLE N-9
Enrollment in Graduate Programs in Nursing

Institution 1972-73 1973=74 1974=75 1975-76 1976=77 1977=78
UCLA L& 167 155 192 197 156
UCSP 207 208 234 o3 320 346
UCD (Nurse Practitioner) 32 40 _18 7 1 _28

Toral, UC 403 415 467 573 588 530
CsU, Chico 4 11 15 21 17 17
CsU, Fresno 44 38 37 51 53 47
C5l, Long Beach - - - - - 47
CSU, Les Angeles 73 104 99 174 133 173
San Jose Stata U. 51 _58 39 _35 _61 52

Total, CSUC 192 211 210 301 14 346
Loma Linda NA Na NA MA NA VA



In addition to the programs which provide initial nursing education
and those which provide graduate education 1in nursing (some of which
are in clinical specialties) there are a number of other programs
which provide training in nursing specialties. These programs vary
considerably in structure and formality, but they have a common
feature in that no educational or licensure agency keeps track of
the number of people in training or completing each program.

Other than the graduate programs, the most structured programs are
those for nurse practitioners, nurse midwives, and nurse anesthetists.
All of these specialties, which are discussed in the section of this
Plan on mid-level practitioners in medicine, have some form of mean-
ingful national certification. In most other specialties 1in nursing,
the training historically has been acquired on the job in a less
formal program, and certification or other forms of credentialing
generally has not existed. Among these specialties are those con-
cerned with surgery, obstetrics, critical care, oncology, orthopedics,
pediatrics, et al. It is possible that the lack of formal training
programs and credentials in these fields has served as a depressant
on salaries for nurses who specialize.

MID-LEVEL PRACTITIONERS: THE L.V.N.

In nursing the Registered Nurse 1s supplemented by a category of
mid-level practitioner, the Licensed Vocational Nurse, or L.V.N.

In other states, nurses i1n this category are commonly identified as
Licensed Practical Nurses.

The licensing of L.V.N.s in Califorpia is carried out by an agency
gseparate from that for registered nursing. That agency 1s the Board
of Vocational Nurse and Psychiatric Technician Examiners in the
Department of Consumer Affairs.

Training for L.V.N.s is provided through vear-long programs at
ninety-four schools accredited by the Board. Fundamental differ-
ences between the training of L.V.N.s and the education of R.N.s are
immediately apparent when one examines the diversity and nature of
the schools which train L.V.N.s. Although almost two-thirds of
these programs (sixty-three to be exact) are in Community Colleges;
elaven are a part of adult schools coperated by secondary or unified
school districts, and another eleven are in private vocational
schools. Two are located in hospitals {(one Kaiser hospital and two
military hogpitals); three in community skills centers; two in pri-
vate non-profit institutions; and one each in a regional occupa-
tional center and in a joint adult school/Community College center.
To be licensed upon completion of an L.V.N. program, the graduate
must have the equivalent of a tenth-grade education.
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These L.V.N. training programs have produced the following numbers
of graduates:

1972-73 3,487
1973-74 3,443
1974-75 3,353
1975-76 3,499
1976-77 3,147
1977-78 2,816

Source: L.V.N. Beard

Because L.V.N. programs are not degree oriented, they are not re-
ported through HEGIS. In addition, the Board of Vocational Nurse
and Psychiatric Technician Examiners has a very limited informationm
capability. For these reasons it 1s difficult to obtain useful
information on enrollment and output of the various programs, or
any data suggesting current trends.

Nationally in 1975 there were 1,315 training programs for L.V.N.s
or their equivalent, with 45,375 graduates. It appears that Cal:i-
fornia is not graduating as many L.V.N.s as 1ts population would
warrant. Nevertheless, the supply of L.V.N.s appears to be reason-
ably adequate, even though no optimum ratioc for this health occupa~-
tion has been established.

Historically, there have been several circumstances which affect the
utilzzation of L.V.N.s in health care:

oL.V.N.s tend to be older and from somewhat lower economic
levels than R.N.s;

®1,.V.N. salaries are lower than those for R.N.sj;

#1L.V.N.s5 have less mobility than R.N.s because of family and
economic circumstances;

@ There is less attrition for L.V.N.s than feor R.N.s; dropping
out of the labor force is a luxury the former cannot afford;

#There 15 less in-migration of L.V.N.s than of R.N.s.

Source: The John Wong Report.
The existence of the L.V.N. probably serves as a depressant om the
R.N.s' economic situation, inasmuch as hospitals can substitute
L.V.N.s for R.N.s in a number of instances. To the L.V.N. this can

mean a good opportunity to work, but not a good salary for which to
work.
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Upward mobility 1s possible, however, since career ladders operate
to permit L.V.N.s to become R,N.s. An increasing number of asso-
ciate degree nursing programs in the Community Colleges are designed
solely for L.V.N.s who wish to become R.N.s. From an educational
view, this articulation is not without problems, commendable as it
may be. The academic attainment of some L.V.N.s who enter R.N. pro-
grams as second-year students may be open to question, inasmuch as
L.V.N. programs are frequently noncollegiate in level, operate in
such settings as high schools and trade schools, and grant counsid-
erable credit for experience at relatively unskilled levels of
employment. Consequently, career-ladder programs for L.V.N.s may be
open to some criticism regarding their academic level and integrity.

ARTICULATION

Articulation, as that term is used in California higher education
circles, 1s the facilitation of movement of students from one level
of education to a more advanced level with a minimum of disruptaionm,
frustration, and repetition of coursework. In a broader sense,
articulation also implies the facilitation of career ladders, of
upward mobility within a profession.

In nursing education, formal articulation activities occur at sev-
eral points. First are the L.V.N. programs. California's Business
and Professions Code requaires that all L.V.N. training programs
shall give students credit for knowledge previously acquired, and
that failure to do so will subject the school to denial of accredi-
tation by the Board of Vocational Nurse Examiners. The Beard is
given power to prescribe by regulation the

. + . education for which credit 1s to be given and the
amount of credit which is to be given for each type of
education including the amount of credit to be given to

a certified nurse assistant and to a nurse assistant who
had provided direct nursing services in health facilities.

Similar provisions direct the Board of Registered Nursing to require
that institutions grant credit for previously acquired knowledge,
under threat of loss of acereditation, and to prescribe how much
credit should be awarded for various kinds of education. The Beard
is also called upon to evaluate and assign credit to the training
received by medical corpsmen in the Armed Forces; to require no more
than thirty units in nursing and related science subjects for L.V.N.s
to be licensed as R.N.s; and to insure, under threat of loss of
accreditation, that Community Colleges do not discriminate against
L.V.N.s seeking admission solely because they are planning to acquire
the thirty units needed to become a R.N.
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Thus, there are singularly strong and comprehensive statutory re=-
quirements for articulation in the education of nurses. There is,
however, apparently no data available on how many people benefit
from such procedures annually in each educational program.

Much of the day-to-day work in articulating nursing programs is
handled by the Articulation Council of California. Through a series
of committees, including one in nursing and one in allied health,
faculty members from various institutions and segments of postsec-
ondary education meet to identify problems of articulation, exchange
information and points of view, and develop and recommend methods
for improving the articulation process. In recent years, the nurs-
ing committee's efforts have been focused on implementing the stat-
ute which mandates that all nursing requirements be completed within
the first three years of a baccalaureate program. Other on-going
concerns of the committee include transfer problems, counseling of
high school students, adequacy of clinical facilities, credentlaling
of school nurses, accreditation, admission requirements, development
of tracks in nursing education, progression from L.V.N. to R.N., etc.

Additional attention to articulation problems is provided through ad
hoc efforts such as the Health Career Ladder Project, a special pro-
gram launched by the Governor through the Department of Consumer
Affairs to facilitate career ladders in the health professions by
identifying and removing barriers to upward mobility. However,
resentment toward the program has developed among nursing educators,
who perceive the approach taken by the Health Career Ladder Project
to be hostile to formal nursing education.

There is also considerable activity on some campuses Lo encourage
articulation for associate degree nurses who wish to earn bacca-
laureate degrees in nursing. Such programs are a recent phenomenon.
Table N-10 (page 17) shows the number of graduates of these programs,
and Table N-11 (page 17) shows enrollments.
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TABLE N-10

Number of Graduates of B.S. Programs
for Previously Licensed Nurses

Institution 1972 1973 1974 1975 1976 1977
CSU, Fullerton - - - - 11 28
C5C, San Bernardino - - - - 33 24
Scnoma State U. - - 37 36 78 72
C5C, Stanislaus - - - - - -
Total, CSUC 37 56 122 124
Holy Names - - - - 4 7
La Verne - - - -
Univ. of San Diego 5 NA 5 3 12 24
California Lutheran - - - - - -
Total, Priv. Inst. 5 5 3 16 31

Source: HEGIS:; Supplemented by data from CSUC Chancellor's Office.

TABLE N-11

Enrollment in B.S. Programs
for Previously Licensed Nurses

Institution 1972-73 1973~74 1974-75 1975-76 1876-77 1977-78

CSU, Fullerton - - 36 141 237 288
CSC, San Bernardino - 79 120 106 110 101
Sonoma State U. 47 119 165 195 210 227
CSC, Stanislaus - - - - - 57

Total, CSUC 47 198 321 442 557 673
Holy Names - - - - 4 7
La Vermne - - - - - -
Univ. of San Diego 79 90 105 110 119 120
California Lutheran - - - - - -

Total, Priv. Inst. 79 90 105 110 123 127

Source: HEGIS; Supplemented by data from CSUC Chancellor's Office,

The first such program in the University of California is planned to
open at the San Francisco campus in the fall of 1980 in conjunction
with a shift to a sequential B.S./M.S. program and the elimination
of the terminal B.S. program.

Another program which facilitates articulatiom is the Proficiency
Examination Program of the American College Testing Program (ACT).
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For several years it has been possible for students to earn the
equivalent of an academic degree 1n nursing {up to 74 semester
hours) from the University of the State of New York by means of a
series of examinations in nursing. Several hundred Californians,
including a number of L.V.N.s, have participated in this program,
including going to New York for a two-day clinical examination, 1in
order to earn a nursing degree and ultimately become a registered
nurse.

Viewing articulation in the broader semse of upward career mobility,
one can conclude that opportunities for advancement for R.N.s are
reasonably good. Supervisory, administrative, specialist, and
teaching positions all offer higher levels of responsibilaty and
salary for the nurse who seeks advancement. Nursing salaries in
California are among the best in the country. Entry-level salaries
here range from $1,000 to $1,100 per month. In the University of
California hospitals R.N.s make from $1,015 to $2,031 a month as
elinical nurses, from $1,275 to $2,340 a month as administrative
nurses, from $1,644 to $1,983 a month as senior nurse anesthetists,
and from $2,133 to $3,183 as an associate director of nursing ser-
vices. 1In State Civil Service these are representative salary
ranges: R.N.s, $1,100 to $1,556; Nursing Coordinators, $1,556 to
$1,876; Nursing Consultants, $1,485 to $2,160; Public Health Nurses,
$1,235 to $1,967; and Nursing Education Consultants, $1,790 to
$2,160.

However, the rapid turnover of nurses tends to prevent many nurses
from reaching these higher salary levels. According to a recent
survey by the California Hospital Association, almost 50 percent of
the nurses working in hospitals have been hired within a year. This
same survey showed the median salary paid to nurses in California
hospitals to be $56.18 a shift, or roughly $1,175 a month, not much
above an entry-level salary. As will be noted shortly in a dis-
cussion of attrition in the nursing work force, the prospect of
higher salaries may not be enough to keep many nurses working for
extended periods.

EDUCATIONAL OPPORTUNITY

Generally speaking, educational opportunity in the field of nursing
is limited, due to the competition for available seats in nursing
programs, although perhaps not as much as in medicine.

The only reliable data available concerning admissions are for two
recent years in the nursing programs of the University of California.
The success of applicants in gaining admission to these two programs
is indicated in Table N-12 on the following page. (Because of dup-
licate applications, a somewhat higher percentage of applicants is
probably being admitted.)
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TABLE N-12

Admission Ratios i1n UC Nursing Programs

Ratio,
Program No. of Applicants No. Admitted Admissions/Applications

UCLA
1975 266 50 18.8%
1977 252 50 19.8
UCSF
1975 863 140 16.2%
1977 881 139 15.8

Source: UC Health Sciences.

In the absence of comparable data, one can only infer how competi-
tive the admissions process is for the other segments of nursing
education. Knowledgeable sources have estimated that one in five or
one 1n S1X are common acceptance ratios. Thus, one could say, albeit
tentatively, that admission 1into nursing programs is competitive in
terms of the number of applicants versus the number of available
spaces. In some Community Colleges, there are no competitive admis-
sions standards because of the "open door" philosophy; in these set-
tings, walting lists and even lotteries are used in lieu of selec-
tive admissions.

CALIFORNIA'S NURSING WORK FORCE

Although information is lacking on the nature of nursing programs
entrants, there is much data available on the nature of the grad-
uates. An understanding of the nursing work force may be helpful
in attempting to assess the outcomes of the educational programs in
this field. The following information is from a 1975 survey of
nurses in Califormia conducted by the Department of Health, the
report of which is entitled, Functional Task Analysis Study.

While not identified as such, the information might be considered
a profile of the nursing work force in California.

Number of Nurses Licensed
The first element of the profile is the total nuwber of nurses cur-
rently licensed to practice in California. Table N-13 contains

that figure, along with the number of licenmsees who are living in
California, 1n other states, and outside the United States.
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TABLE N-13

Nurses Currently Licensed 1n Califormia
By Place of Residence
January 1, 1975

PLACE OF
AESIDENCE NUMBER PERCENT
Total 164,000 1000
California 131,841 20.4
Other statas an.on 183
Qutside U S. 2,085 13
Unknown 73 [}

2 ags than 0.06 percent.
MNote: Place of rasidenca as reported to the Boerd.

It is significant that almost one~fifth of the nurses licensed in
California de not reside here. In fact, it is possible that many
of these nurses have never lived in California inasmuch as they can
be licensed through reciprocity agreements with other states.

Number of Employed Nurses

Another key element of the profile is the number of nurses who are
currently licensed and employed. Table N~14 displays this infor-
mation, by location of employment.
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TABLE N-14

Employed! Murses Currently Licensed in California
By Place of Employment
January 1, 1975

PLACE OF
EMPLOYMENT NUMBER PERCENT
Total 116,169 1000
Califorma 91,148 78.5
Unknawn, residas
in California 3,224 28
Other states 19,100 164
Qutside U S, 1,706 15
Unknown, rasidas
outsida California 991 09

1 |Indudes nurses temporanly unemployed less then
six months.

Nots Place of amployment as reported on questionnaire

Parcants sre roundad indepaendentiy and may not
add to total

Of the 164,000 nurses licensed to practice in California, 116,169
(70.8 percent) are employed, as Table N-14 shows. However, only
91,149 of the those nurses are employed in Califormia. This means
that only 55.6 percent of the total number of State-licensed nurses
are working here and only 69.1 percent of the total number of those
both licensed and living in California are working.

Ethnicity of Nurses

Ethnicity is ome of a number of compoment variables of the nursing
work force which can be examined independently. Table N-15 indi-
cates that percentage of nurses, by ethnic origin, who reported
that they worked full time.

Apparently, nurses who are White, Japanese, and Chinese do not work
full time as much as those from ethnic groups which are not as high
on the socioceconomic ladder: Mexican-Americans, Blacks, American
Indians, and Filipinos.
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TABLE N-15

Percent of Nurses Emp]oyed] in California

Who Work Full Time, By Ethnic Origin
January 1, 1975
ETHNIC WORK
ORIGIN FULL TIME
PERCENT
Totai 72.56
Whits 70.1
Mexican-American B4 0
Black 8685
Amarican Indien 780
Japanese 78.1
Chingse %1
Filgwno 927
Other gas
Unknown 73.3

¥ Includes nurses temporariy unempioyad

lgss than six months,

Another view of the relationship of ethnicity to the nursing work
force can be obtained from Table N-16, which examines the total
number of nurses licensed and the number working, by ethnzcity.

TABLE N-16

Ethnicity of Nurses Licensed in California

Number Percentage  Number

Ethnic Group Licenged of Total Working
White 143,441 86.5 99,029
Mexican American 1,356 .8 1,174
Black 4,515 2.8 3,931
American Indian 403 .2 339
Japanese 2,117 1.3 1,599
Chinese 1,195 .7 966
Filipino 7,319 4.5 6,767
Other 1,607 1.0 1,430
Unknown 2,047 1.2 934

Total 164,000 100.0 116,169
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While this table bears out the fact that minority nurses do work
actively in the profession, 1t also suggests how few of the licensed
nurses are members of ethnic minorities, particularly when compared
ro the population of each minority in California. For example,

only .8 percent of the nurses licensed in the State are Mexican-
American, compared to a population in which 15.8 percent of the
population is 1dentified as Hispanic.l Blacks have slightly higher
representation in nursing: 2.7 percent of the licensed nurses are
Black, compared to 7.7 percent of the State's Black populatiomn.

Nursing Work Patterns

Another variable 1in nursing personnel is work patterns, particularly
as they relate to educational background and age. Table N-17 shows
the percentage of employed nurses who reported that they work full
time, by highest degree held.

TABLE N-17
Percent of Nurses Employed! in California

Who Work Full Time, by Highest Degree Held
January 1, 1975

HIGHEST WORK
DEGREE FULL TIME
PERCENT
Total 72,5
Associate dagres 76.3
Hospital school diploma 686
Baccalaureate dagree 78.5
Mastar’s degrea 863
Doctorate 940
Foreign c:lagrou2 760

1 Inciudes nurtes temporanly unemployad

lass than six months,

2 No compareble degree grantad in U S

1. In designating ethnicity the federal government uses the term
Hispanic to include persons of Mexican, Puerto Rican, Cuban,
Central or South American, or other Spanish culture or origin,
regardless of race. The Functional Task Analysis Study origi-
nally used the category of Hispanic but, upon request of respon-
dents, switched to the category of Mexican American during the
course of the survey.
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Some interesting comparisons are evident. Contrary to a widespread
belief, diploma nurses do not appear to work full time as much as
do nurses with associate and baccalaureate degrees, who work full
time at about equal levels. However, diploma nurses are older, as
Table N-27 indicates, and older nurses do not tend to do as much
full-time work (Table N-19). Consequently, the apparent low level
of full-time work by this group may reflect age more than it indi-
cates the type of training. It would be 1interesting to hold age
constant, and then determine which type of training seemed to pro-
duce nurses of a given age who tended to work full time the most.

(It should also be noted that in this and any other table reporting
on highest degrees held by nurses, about cne-eighth of the diploma
nurses are reported as B.S. nurses since that many have gone on to
the higher degree, as reported in Table N-24. It is not clear what
the effect of this shift in counting more than 6,000 nurses is on
any conclusions to be drawm.)

Marital Status

Another variable in the nursing work force is marital status.
Table N-18 shows how the full-time status of employed nurses is
affected by their marital status.

TABLE N-18

Percent of Nurses Employed] in California
Who Work Full Time, by Marital Status
January 1, 1975

MARITAL WORK
STATUS FULL TIME
PERCENT
Total 72,5
Singie 899
Marriad 643
Dworced 870
Widowed 763
Unknown 9.7

1 Includes nurses temporanly unemployed

less than six months

As would be expected, married nurses do not work £full time as much
as do single, divorced, and widowed nurses. With less than 2 per-
cent of the licensed nurses being male, the influence of male nurses
on the figures for married nurses is slight.
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Sex of Nurses

Another significant variable in the working patterms of nurses is
whether they are male or female. Only 3,138 of the 164,000 nurses
licensed in California are males, a percentage of 1.9. O0f this
number, 2,76l are employed in Califormia. But men tend to be full-
time professionals in nursing to a greater degree than do women, as
Table N-1% indicates.

TABLE N-19

Percent of Employed! Nurses
who Work 1n California Part Time, by Sex and Age
January 1, 1975

-

0 -
;
Z -
E’ /\ Female 27 7%
i \J
5 .- {
E " !
i |
/
"z pal iy v Vaie B3N
NS
" s 1i3iH
A :-:-E!
CI I S S
Age

| Inclides narses temporarily unempioyed
tess than e manthe

It is clear that male nurses work part time much less than do female
nurses, although after age sixty there is virtually no difference
between the sexes. At about age thirty-five, almost one-third of
employed female nurses are working part time. By age fifty-five,
the number of nurses working part time has declined to about 25 per-
cent, before beginning a rapid increase to about 40 percent at age

sixty-five.

Educational Background of Nurses

The nursing work force is made up of people with varying educational
backgrounds, representing basic nursing education and advanced nurs-
1ng educatiom or other advanced degrees. The general distribution
of degrees within the total number of nurses currently licemsed by
the State of California is shown an Table N-20.
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TABLE N-20

Nurses Currently Licensed,
By Basic Nursing Education

Number Percentage
Type of Training Currently Licensed of Total
Associate degree 21,977 13.4%
Hospital diploma 114,656 69.9
Baccalaur?ate and 25,782 15.7
professional
Noncomparable foreign
degree 257 .2
Unknown 1,326 .8
Total 164,000 100.0%

In spite of the near demise of hospital diploma nursing programs,
graduates of such programs still outnumber by far the graduates of
the other two pathways of nurse training. Another interesting
observation is that, in spite of explosive growth in Community Col-
lege programs, the number of baccalaureate nurses still exceeds the
number of associate degree nurses, although the gap can be expected
to close and eventually disappear.

Additional insight into the relationship of educational level to
patterns of work can be seen from Table N-21, which compares the
total number of nurses licensed to the total number residing in
California, by haighest degree held.

TABLE N-21

Nurses Currently Licensed in California,
And Residing in California, by Highest Degree

Total Total Percentage
Number Percentage Number in Percentage Residing in
Highest Degree Licensed of Total California of Total California
Assoclace Degree 20,154 12.3% 17,736 13.5% 88.0%
Hospital Diploma 97,306 59 7 78,643 39 6 80.3
B.S , Health 28,606 17.4 22,275 16.9 77.9
B.S , Other 6,686 4.1 3,231 4.0 78.2
Master's, Health 5,814 3.5 4,180 3.2 71.9
Master's, Other 1,538 9 1,128 .9 733
Doctorate 343 2 237 2 o 1
Foreign Degree 150 .1 115 1 76.7
{noncomparable}
Unknown 2,803 17 2,296 1.7 31.9
Toral 164,000 100 0% 131,841 100.02 30 4%
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Perhaps the most significant observation from this table is that,
of all nurses currently licensed in California, associate degree
nurses reside in the State in substantially higher percentages than

do those from other groups. Conversely, nurses with graduate degrees

are most likely to reside elsewhere, even though licensed by this
State.

A similar comparison 1s made in Table N-22 for nurses who are 1i-
censed and working, as well as living in California, by highest
degree held. The final column compares the total number working in
California to the total number licensed by Califormnia.

TABLE N-22

Nurses Currently Licensed, Working, and Located
1n California, by Highest Degree

Percentage
of Total
Tocal Toral Licensed,
Humber Percentage Number in Percentage Working in
Hignest Degree Working of Total California of Tocal California
Agsoclate Degree 17,109 14.7% 14,876 16.3% 73.8%
Hospital Diploma 65,330 36 2 51,034 56.0 52.1
B.5., Health 21,946 18 9 16,857 18.5 58.9
B.S., Other 4,552 3.9 3,465 3.8 51.8
Master's, Health 4,816 4.2 3,265 3.6 56.2
Master's, Ocher 399 9 699 .8 45.5
Dogtorate 247 2 140 2 50.8
Fareign Degree 117 1 88 1 58.7
(noncomparable)
Unknown 1,053 9 725 8 25.9
Total 116,169 100.0% 91,149 100.0% 100.0%

Again, it 1s clear that the associate degree nurse tends to stay
and work in California at a considerably higher rate than does any
other category of nurse. Age, however, may be part of this phenom-
enon, since the associate degree nurse 1s among the younger nurses.
See Table N-27.

Another table reveals additional information about the associate
degree nurse, as well as the nurse with an advanced degree. Table
N-23 indicates the percentage of each ethnic group in nursing which
has the associate degree, and advanced degrees.

Surprisingly, there is very little difference between ethnic groups
(except for Filipinos) in the percentage of nurses with advauced
degrees. However, there is considerable difference among ethnic
groups in the percentage which has associate degrees. Fewer than
one in six White and Oriental nurses has the associate degree.
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Almost ome in three Black, Mexican-American, and American Indian
nurses have the associate degree as the highest educational cre-
dential.

TABLE N-23

Percent of Each Ethnic Group of Employed1 Nurses
1n California Who Have Associate Degree
and Master's Degree or Higher as
Highest Degree Obtained
January 1, 1975

ETHNIC ASSOCIATE | MASTER'S DEGREE
ORIGIN DEGREE OR HIGHER

PERCENT OF ETHNIC ORIGIN

Total 16 2 46
White 18 1 4.7
Mexican-American 376 43
Biack 332 8.5
American Indian 305 85
Japanese 128 44
Chingse 119 8.7
Fiipino 42 2.2
Other 89 42
Unknown 171 45

1 Includes nurses temporanly unempioyed less than sx

months

Obtaining higher academic credentials occurs to some degree 1n nurs-
ing, as shown in Table N-24.

TABLE N-24

Percent of Employed1 Nurses in California
Who Have Obtained a Higher Degree
January 1, 1975

BASIC NURSING PERCENT OBTAINING
EDUCATION HIGHER DEGREE
Ampociate degree a 95
Hospital school diploma 13.4
Baccalaureste c!sgm':i 117

1 Includes nurses emporarily unemployed less than
six months.

2 gaccalaureate degree or bettsr,

3 Master's degres or batter

Note Unknowns are excluded from calculations.
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It is interesting to observe that hospital diploma graduates, numer-—
jcally the largest group of nurses, have completed advanced degrees
at a higher rate than have the associate degree or baccalaureate
nurses.

Age of Nurses

Age 1s an important parameter of the nursing work force. Table
N-25 displays data on the median age of all licensed nurses and
employed nurses, by place of residence.

TABLE N-25

Median Age of Nurses Currently Licensed 1n Califormia
By Whether Employed, Place of Residence
And Place of Employment
January 1, 1975

MEDIAN AGE
All Emplay
Nurses1 Nurss
IN YEARS

Total 41.8 38,2
Cahfarnia 423 396
Other states 89 38.0
Qutnide U S. J8.2 M8

1 Mace of residence.

2 Place of employment

The median age of working nurses is about two years younger than
that of all licensed nurses. WNurses living and working in other
states, and particularly those living and working abroad, tend to
be younger than nurses in general.

The relationship of age to employment is shown in Table N-26 for
all nurses licensed in California.
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TABLE N-26

Percent of Nurses Currently Licensed in California
Who are Employed! by Sex and Age - January 1, 1975

| sex
AGE TOTAL l Maie | Female
PERCENT EMPLOYED

Total 08 8aoa 05

18—24 years 950 98 3 as 0
25-—34 years 80.8 259 804
36—44 veaars 731 96.5 e
45-54 years 724 885 721
56—~84 yeers 59.8 679 59 7
65 years and over 226 335 224
Unknown 804 a 807

1 Inciudes nurses tamporarily unsmployed less than six
months

3 parcent not calculatad lor less than 25 persgns.

The higher level of employment of male nurses, obvious from the
table, is not surprising. Perhaps what is surprising is that one-
third of the male nurses and almost one-quarter of the female nurses
continue to work beyond age 65.

The relationship between the age of the nursing work force and the
educational preparation of nurses is shown in Table N-27.

TABLE N-27

Median A?e by Highest Degree for all Nurses
And Employed! Nurses in California - January 1, 1975

MEDIAN AGE

RHIGHEST Al Employed’

DEGREE Nurses Nu
IN YEARS

Tomt 41.8 39.5
Associate dagree 323 3z
Haspital school diploma 483 43.3
Beaccaloursate degrea :n heaith 348 3.8
Baccataureate degree n other fleld 43 3 1.2
Mastar’s degree in health 43.0 428
Master's degree in other field 0.1 48.7
Doctorete 489 47.8
Foraign degreed 398 a17

Includes nursas emporanly unemployed less then six
manths,

In Califormia only
No comparabie degree grentad in U S.
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Clearly, associate degree nurses are the youngest group of nurses--
perhaps reflecting the relative newness of many two-year training
programs——although nurses with a baccalaureate degree in Health
Sciences are almost as young. Comparing ages of nurses by basic
nursing education, as contrasted with highest degree held, produces
a sharper comparison, as shown in Table N-28.

TABLE N-28

Median Age of A1l Nurses and Employed! Nurses
In California by Basic Nursing Education
January 1, 1975

MEDIAN AGE
BASIC NURSING All Employed'
EDUCATION Nurses Murses
IN YEARS
Total 4138 395
Asyociate degree 24 322
Hospal school diploma 46 1 44 1
Beccalaureate c:!agrau2 322 322
Foreign dagree3 39.5 4023

Includes nursas tamporanly unamployad |ess than six
months

Includes & few nurses where a Master's degree was
basic educatuon

No comparable degree granted m U §

Here, the associate degree nurse and the baccalaureate nurse have
virtually identical median ages. Again, the diploma nurse is sig-
nificantly older.

A final consideration of the age of nurses can be made with respect
to ethnicity. Table N-29 contains comparisons of median age of all
nurses, and employed nurses, by ethmicity.
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TABLE N-29

Median Age of Nurses Currently Licensed in California
By Whether Employedl and Ethnic Origin
January 1, 1975

MEDIAN AGE
ETHNIC All Employed]
ORIGIN Nurses Nurses
IN YEARS
Total 41.8 392
White 427 400
Maxican-American 356.7 349
Black 32 b N
Amarican Indisn 40.3 39.8
Jaspaneie 404 40.1
Chinese 373 38g2
Filipino 333 32
Othar 343 338
Unknown B67 42.4

1 Inciudes nurses tamporanly unemployed less than sx

months

Beyond the fact that the White nurse 1s the oldest nurse, 1t is
difficult to interpret these data. Other sources reveal that the
three minority groups—Mexican-Americans, Blacks, and American
Indians--have entered nursing to a noticeable degree only 1n recent
years; yet, the median ages of two of these groups are not much
below that of Whites. Mexican-American nurses are definitely
younger than most other nurses, indicating the recency of their
training. Perhaps Blacks and American Indians have been educated
equally recently, but were brought into the programs at an older
age. These data on age and ethnicity of minority nurses, when bet-

ter understood, may have relevance for future efforts in affirmative
action.

Sources of the Nursing Work Force

California does not educate enough nurses to meet its needs, and 1is
still dependent upon other states and countries for most of its
newly licensed nurses. Table N-30 indicates where these new licen~
sees were originally traired.
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TABLE N-30

Source of New Registered Nurse Licensees:
Selected Years, 1960-1977

California I
Graduates Other States and Coumcries
foreign
Percent Countries Parcent
Sew of uaw Other and af New
Yeaar Licensees { Y¥o. Licens¢es! Szaces Canada Tocal TLicensess
1960 6395 1189 19 4551 635 5206 )
1962 66ul 1229 19 4420 982 5402 81
1364 7263 144l 20 1584 240 5824 ao
1367 7913 2197 % 27 2046 5116 n
1969 3518 1586 30 5101 331 6032 10
1970 8421 2988 35 3004 411 5415 65
1971 §132 3265 40 4215 632 4367 &0
1972 i 1640 -0 4039 1452 5491 40
1973 9115 3902 w3 2096 1117 5213 57
1974 11,522 2997 25 6290 2335 8625 75
1873 12,021 [ RA i3 3691 19156 1607 75
1976 12,436 3499 23 5913 2067 §945 72
1977 12,502 519 9 6991 1990 8983 71

Sourca: Jokn Wong Report, updaced by 3oard of Registsared Nursiag.

It 1s apparent from Table N-30 that until 1974 the State made steady
progress in meeting a larger share of 1its need for nurses through
its own graduates. At that time, smaller output from California
programs and an abnormally high number of out-of-state nurses com-
bined to reverse the trend of the 1960s and the early 1970s. Begin-
ning with 1976, the percentage of California graduates among newly
licensed nurses again seems to be rising.

The current composition of California's work force, by the location
where basic nursing education was received, appears in Table N-31,
both for the total number of licensees and for the number living in
California.

It is clear that only 37.7 percent of the total licensees in nursing
and 40.6 percent of those living in the State were trained in Cali-
fornia. Of nurses from other states, the greatest number have come
from the Middle Atlantic and North Central states. The largest group
of foreign-trained nurses has come from the Philippines.
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TABLE N-31

Nurses Currently Licensed in California, and Living n califorma,
By Region Where Basic Education Was Received

REGION OF EDUCATION

Totai

Califorma
All other states
and termtories?

New Engiand
Middie Atarmic
East North Central
West North Cantral
South Attantic

East South Centrai
West South Cantrai
Mountain

Pac:ific3

Tarritories and possassions

Qutside U.S.

Canada

Latin Amenica
United Kingdom
Europe

Africa

Korea
Philippsnes
Thaiand
Rest of Asia
Creania

Ail Others

Excludes Califarma,
Lam than .05 percent,

» W N -

Aja detarmined by the Board.
U.S Bursau ot Cansus regrons.

Total
Number
Licensed

164,000
61,803
83.452

€,570
17.020
19,845
18,420
5,897

2,338
3,988
6.369
5,195

113

18,645

5,047
1,057
2,093
1,410

77

5&0
6,832
480
755
237

97

-109-

January 1, 1975

Percentage

1m‘0
37.7
50.9

4.0
10.4
11.9
10.0

8

Total
Number in
Califorma

131,341
53,591
64,147

5,007
12,982
15,043
13,158

4,458

1,781
3.011
4,798
3,829

80

14,103

3,973
87N
1,725
1.166
62

481
4,658
2832
€19
N

Percentage

100.2

48.7

3.8
9.8
114
10.0
4

1.4

23
3.5

10.7
3.0

1.3

Linhtn e
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Because the supply of nurses in Califormia varies considerably from
region to region, it is useful to know something of the composition
of the nursing work force in each part of the State. For purposes
of this discussion the Commission has used the Health Services Areas
of the State, established pursuant to Public Law 93-64l., These
Health Service Areas, fourteen in number, are shown on the map below.

HEALTH SIRVICI AREAS

el =1 | — CALIFORNIA

The nursing work force of each of these areas, by region of educa-
tion, is shown in Table N-32,

There are considerable differences between regions of the State in
the number of working nurses who have been educated 1n Califormia.
Region 1, northern California, has more than twice as many Cali-
fornla-trained nurses, as a percentage of the total work force of
the region, as does Region 14, which covers San Diego and Imperial
Counties. Almost 10 percent of the nursing work force in Region 9,
the southern San Joaquin Valley, was trained in Asian countries.
Almost one in five nurses in Region 11, Los Angeles County, has been
trained abroad, and the percentage for Region 4, the San Francisco
area, is not far behind. Table N-32 clearly shows that nurses have
been quite mobile in terms of in-migration.
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The question of mobility has serious implications for the educa-

tional planner concerned with the training of nurses. If nurses are
highly mobile, 1t may not be necessary to educate them at as many loca-
tions as if they were not mobile. Table N-33 shows the percentage

of nurses who are graduates of the three basic types of nursing pro-
grams and who remain in the same Health Service Area (HSA) 1n which
they were trained.

TABLE N-33

Percent of Employed1 Nurses Educated in California
Who are Working in the Same Health Service Area Where Educated,
By Basic Nursing Education and Health Service Area of Education
January 1, 1975

BASIC NURSING EDUCATION
HEALTH SERVICE Hosprai
AREA OF SCHOOL Awmociate | School | Baccalsureste
OF NURSING TOTAL Degrae Diploma Cegree

PERCENT OF GRADUATES?

Total 49 2 677 405 380
Region 1 208 68.8 30 170
Ragion 2 82.0 729 53.2 574
Region 3 333 361 274 -
Regon 4 318 678 28.8 258
Regqon 5 42 6 881 B1 {52.8)
Region 6 58.7 6923 4185 -
Ragion 7 42,5 647 419 23
Regon 8 84.5 67.5 a -
Region 9 60.5 76.6 42,2 530
Regicn 10 805 66.7 311 -
Region 11 612 73.0 52.9 56.8
Ragion 12 47 4 50.4 40.0 283
Region 13 68.6 83.5 252 -
Region 14 456 779 327 49.6

1 Includes nursas temporarily unemployed less than six months,
2 Employed in California.

3 pareant not caiculated for less than 25 graduates.

Note. Place of employment & raported on guestionnaire, axcept
when not stated, plece of residence s used.

Health service area regons as sstabinhed pursusnt to
Publc Law 83-641

Percanis in parenthesss are based on 2549 gracduatss.

The ability of a region to retain its own graduates ranges from a
high of 64.5 percent in Region 8, the northern San Joaquin Valley,
to a low of 29.8 percent in Region 1, northern California. In all
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regions of the State, employed associate degree nurses tend to stay
in the area in which they took their basic nursing education consid-
erably more than do diploma and baccalaureate nurses. The percent-
age of associate degree nurseg who do so is generally 60 percent or
higher. The conspicuous exception is Regiom 3, Scnoma, Solano, and
Napa Counties, where, perhaps because of their proximity to the Bay
Area, locally-educated nurses tend to leave more than stay.

All of the elements discussed in this profile have relevance for
the statewide educational planner. It is clear that the choice of
who 1s selacted to enter nursing education, what kind of education
is offered, and the location of the education are important factors
which influence the work patterns ot nurses, and ultimately deter-
mine the effectiveness of public policies concerning nursing man-
power. As will be evident shortly, it may soon be necessary to
exercise these choices in order to achieve a more efficient use of
nursing manpower.

SPECTAL CONSIDERATIONS
Availability of Data

Any analysis of nursing education is limited by the data available.
As previously noted, the standard educational data systems such as

HEGIS do not report adequately on all aspects of nursing education.
Furthermore, neither licensure boards nor professional associlations
f111 this information void, as do the professional associations in

medicine. The three-tiered educational system in nursing (four, if
L.V.N. programs are counted) further complicates the i1dentification
and analysis of professional education within the discipline.

Attrition

But another problem overshadows the difficulties which are encoun-
tered in defining and describing nursing education. That problem 1s
attrition-—the number of people who leave the field of nursing dur-
ing and after their education, and throughout their professional
careers. None of the other health science disciplines experiences
anything like the attrition which characterizes nursing.

Some initial attrition occurs in the nursing education programs, as
1t does in any kind of educational program, as students decide they
have chosen the wrong major. By comparing the number of students
entering nursing, and the number graduating (from two to four years
later), one can get some measure of the attritiom that exists.
Table N-34 reports these comparisons for two-year programs.
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TABLE N-34

Attrition 1n Associate Degree Nursing Programs

STATE OF CALIFORNIA UNITED STATES
Number Yumber
Yaar Number Graduated Percent Mot Number Graduated Percent Noc

Admitted Admitted 2 Years Later (Graduating Admitted 2 Years Later Graduaring

1969 2,818 1,919 31.9% 25,142 14,534 42,22
1970 3,123 2,471 20.9 29,433 18,926 35.7
1971 3,502 2,557 27.0 35,454 24,497 32.3
1972 3,804 2,895 23.9 43,732 28,919 33.9
1973 1,969 3,087 22.2 47,940 32,183 2.9
1974 4,113 3,317 19 4 49,368 34,625 29.9
1975 4,286 3,345 i7 3 52,232 36,289 0.6
1976 4,429 (3,482)% 21 9 53,610 - -

*This figure is an updata Erom the State Board of Regiscered Vursing.

Source: Modified from Tablea 20 and 28, NLN Nursing Data 3Jook, 1978.

It 1s difficult to determine if this rate of attrition is excessive
for a two-year program. Viewed with respect to the competitive
admissions situation which exists in nursing programs, the high cost
of these programs, and the low attrition in other health science
fields, it may seem high; viewed with respect to attrition in two-
year education programs in other fields 1t may not be out of line.

Attrition in four-year programs is harder to interpret. Table N-35

displays data on the number of admissions into B.S. programs, and
the number of graduates four years later.

TABLE N-35

Attrition in B.S. Degree Nursing Programs

STATE OF CALIFORNIA UNITED STATES
Number Number
Year Number Graduatad Percent Not Vumber Graduated Percent Vot
Admitted Admicted 4 Years Later Graduacing Admicted 4 Years Later Graduating

1969 1,350 931 31.0% 18,942 13,055 31.12
1970 1,554 1,136 26.9 20,299 16,957 16.5
1971 1,883 1,339 28.9 27,228 20,170 25.9
1972 1,557 1,243 20.2 30,348 22,579 25.6
1973 1,361 1,286 56 32,461 23,452 27 8
1974 1,534 1, 404% (8.5) 314,956 - -
1975 1,648 - - 36,320 - -
1976 1,735 - - 36,670 - -

*This figure 1s an update from the State Board of BRegistered Yursing.-

Source: Modified from Tables 19 and 27, NLN Nuraing Data Book, 1978.
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Similar, but not as complete, data are available from the Board of
Registered Nursing for individual institutioms. Comparing institu-
tions one can observe that some four-year nursing programs show
varying degrees of attrition; some, surprisingly, show gains in out-
put over the enrollments of four years earlier. 1In most disciplines
this might be expected to occur in four-year institutions because

of the heavy influx of Community College transfers. 1In four-year
nursing programs, a bulge in upper division enrollments might be
expected to reflect instead those students who had changed majors

or transferred, and were unable to complete the requirements in the
normal time. In addition, students who are L.V.N.s or who other-
wise meet many of the course requirements in nursing can be enrolled
at the upper-division level. In any event, attrition in the four-
vear institutions warrants further analysis.

The second form of attrition in nursing cccurs between graduation
and licensure. Some of this attrition may be more apparent than
real. For example, Table N-36 below shows the number of Califormnla
graduates in nursing since 1963, and the number of California grad-
uates who have been licensed during the same period. At first
glance, 1t appears there has been significant attrition, particu-
larly since 1974.

TABLE N-36
R.N. Licensure of California Graduates in Nursing

Number of

Number of California

California Graduates
Year Graduates Licensed
1964 1,579 1,441
1965 1,614 N/A
1966 1,938 N/A
1967 2,103 2,197
1968 2,318 N/A
1969 2,625 2,586
1970 3,071 2,988
1971 3,302 3,265
1972 3,895 3,640
1973 3,939 3,902
1974 4,523 2,397
1975 4,885 4,414
1976 5,193 3,499
1977 5,226 3,619

There i1s an explanation for some of the difference between the num-
ber of graduates and the number of graduates licensed each year.
In 1975, the Legislature authorized students in four-year nursing
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programs to take the license examination after their third year of
education. Thaose who did so do not appear among the California grad-
uates licensed that year, since they were not graduates. The fol-
lowing year they are listed as graduates—-if indeed they graduate--
without being listed as licensed that year, inasmuch as they were
licensed the previous year. Each year, there are perhaps 1,500
juniors in four-year nursing programs, but the Board of Registered
Nursing does not have figures on how many of these third-year stu-
dents take the examination.

For this group attrition may or may not be more apparent than real.
However, there are two other groups who are experiencing real attri-
tion: those who graduate but never take the examination in Cali-
fornia (but may take it in another state), and those who take the
examination and fai1l. The latter group is displayed in Table N-37.

TABLE N-37

Licensure Examination Failure Rates
Among Graduates of California Nursing Programs

Number of Number of Percent of
Graduates Graduates Graduates
Number of Taking Failing Failing
Year Graduates Examination Examination Examination
1975 4,885 4,906 492 10.0%
1976 5,193 3,884 385 9.9
1977 5,226 4,106 487 11.9

Source: Nursing Beard.

The third form of attrition, that of nurses who do not stay active
in the profession after licensure, has always existed, and has been
associated with the effects of a profession which has been staffed
almost completely by women. Traditionally, nursing has been viewed
as a field in which a woman can work for a while, and then drop out
for marriage and child raising, perhaps to return later.Z2 Recent
changes in the status of working women should have lessened that

2. The John Wong Report cites a 1969 Massachusetts study which
identified the reasons inactive nurses give for not returning
to work: family needs, 64.0%; need for refresher training,
20.0%; hours of work, 13.0%; husband opposed, 1.8%; health,
8.3%; age, 6.l1%; low salary, 5.4%; transportation, 4.6%.
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attrition. These changes, as reported by the Bureau of Labor Sta-
tistics, included women entering the labor force in much larger
numbers, staying longer and "stopping out" less frequently and for
shorter periods of time. Attrition apparently has not been reduced
in the face of these changes; during the past dozen years, the per-
centage of nurses currently registered but 1nactive has been between
30 and 35 percent of the total licensed.

With 1ncreasing frequency today the cause of attrition among working
nurses 18 being identified as a deep dissatisfaction with the day-
to-day doutine of a nurse. This dissatisfaction 1s epitomized in
both the title and the text of Marlene Kramer's book, Reality Shock,
Why Nurses Leave Nursing. Conversations with nursing educators con-
firm there is wide agreement about the existence of considerable job
dissatisfaction among nurses, and that this factor contributes sig-
nificantly to the continuing high attrition.

Thus, attrition remains a serious problem 1in California, offsetting
the effects of continuing in-migration of nurses and the rapid ex-
pansion of nursing programs. Because only a limited number of

people get to enter nursing programs, and because these programs

tend to be fairly expensive, the State must be concerned about the
relative imbalance between the number of nurses educated and the num-
ber working. The Commission believes, however, that the nursing
profession must eventually resolve internally the problem of attri-
tion, rather than await govermmental soclutions. However, it is

clear that higher education institutions have a major responsibility
to improve both the admissions process and the educational programs
for nurses to insure that the student who completes the education

1s psvchologically, as well as intellectually, prepared for the daily
work of a nurse.

In tecent months the problem of nursing attrition has been exacer-
bated by the passage of Proposition 13. Public hospitals have been
unable to give raises to their nurses; quite understandably, nurses
are relocating to private hospitals which are not subject to the
legislation, or are choosing not to work regularly. Even before
Proposition 13 was passed, a problem had developed around the use
of nursing registries, which are essentially employment agencies.
Hospitals which were short of nurses turned to registries for tem-
porary help. The registry charged the hospital some 20-25 percent
more than the hospital would have pald a salaried nurse for the
same shift, adding considerably to operating costs. The incentive
for the registry was clear: profit. The incentive for the nurse
could be either the higher pay, if the arrangement with the regastry
actually meant more take-home pay for the nurse, or, more likely,
the opportunity to work intermittently and under conditions of his
or her choice, something the nurse could not have as a salaried
emplovee.
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There is no shortage of nurses in California, but there is definitely
a shortage of those who are willing to work under present conditions,
the drawbacks of which are generally not perceived as just economic.
This problem requires the attention of all concerned groups: the
nursing profession, the licensure boards, the employers (e.g., the
California Hospital Association), the Department of Health, the
postsecondary education establishment, the medical profession, con-
sumer groups, and State govermment in general.

It 1s appropriate to conclude this discussiom by quoting from Jerome
Lysaught's definitive study for the National Commission for the Study
of Nursing and Nursing Education:

Yet nursing has been and is a troubled occupation. It 1s
an occupation that fails in every characteristic to achieve
the status of a full profession . . .. It is an occupation
that has never controlled its own destiny . . .. It is an
occupation fraught with paradox and promise . . . the step-
child of the health professions.

FINDINGS

1. Nursing education programs in Califormia have adequate capacity
to meet the needs of the State for new nursing graduates, if
the continued in-migration of nurses continues at current levels,
which provides more than two-thirds of the newly licensed nurses.

2. Nursing is a singularly divided health professiomn, with funda-
mental ideoclogical differences existing within the profession
as to the nature of nursing practice and nursing education.

The strong resistance in California to moving toward a single
educational standard in nursing makes these differences partic-
ularly apparent, but nursing educators insist that progress 1s
being made toward the resolution of these differences.

3. Some attrition exists in nursing education programs and immedi-
ately following graduation; high attrition exists within the
nursing profession. However, the attrition among working nurses
varies considerably among groups, with some staying in nursing
longer than others, probably because they cannot afford the
luxury of dropping out. The groups that persist include certain
ethnic minorities, and those who are primary breadwinners such
as men and unmarried women.

4. Associate degree nurses are considerably less mobile than other
nurses, and tend to stay in California and in the region of the
State in which they were traimned.

5. Admissions, curriculum, and articulation in nursing education
have all been subject to considerable legislative interventlon.
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UTILIZATION OF CLINICAL SITES

Much could be written about the utilization of clinical sites in
nursing education. In the same sense that virtwally any hospital
can be a clinical training site for medical education, any of a
number of California hospitals can provide clinical training oppor-
tunities in nursing education. In fact, 130 hospitals once had
their own nurse training programs but have ceased to operate them.
These hospitals, plus all the other hospitals in the State, repre-
sent potential clinical training locations, and indeed some may be
currently providing such programs.

The special problems in setting up and operating clinical training
programs in nursing were explored in some depth in the John Wong
Report. Citing the findings of a 1974 panel of Community College
nursing educators and clinical supervisors, the Wong Report identi-
fied five such problems: scheduling, supervision, management,
curriculum, and attitude. While there is no indication of the inci-
dence of these problems, and no attempt to rank them in degree of
severity, the Report makes all of these problems seem quite real

and plausible.

The basic problem in scheduling is that all training programs, in
nursing and in other health science fields, want to use hospital
facilities in ""prime time'--mid-morning and mid-afternoon--but few
programs want to use the facilities at other times of the day when
they are much less crowded. Thus nurses, who after graduation may
be hired to work evening or night shifts where rescourcefulness and
self-reliance are essential, have received their clinical training
only in the daytime when all key personnel of the hospital and the
health care team are available. A secondary problem of scheduling
occurs in making sure that didactic instruction and clinical experi-
ence are related sequentially and in meaningful ways.

Several supervision problems exist for clinical training programs.
First, there are costs to the hospital when its personnel assist im
training, costs which are sowmetimes difficult for the hosgpital to
justify to 1ts comstituencles. As a result, there are sometimes
imprecise lines of responsibility for training, with equally unclear
accountability for training programs.

From the standpoint of hospital management, training programs seem

to generate too many meetings requiring staff time, while still not
providing adequate hospital involvement in the planning of the train-
ing conducted within the facility. New training programs do not

seem to have been planned with proper attention given to clinmical
components. Furthermore, evaluation of clinical programs is inade-
quate, and does not properly involve administrative personnel.
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The primary curricular problem is that clinical experiences are
often not designed to teach specific skills and behavior, becoming
instead just unstructured observation. It 1s also quite possible
that clinical training occurs too late in the total educational pro-
gram; some students may need the experience much earlier in their
education to determine 1f they really want to do the tasks that
nursing demands. There is also the criticism that clinical train-
1ng "teaches the license examination,' rather than providing the
broad experiences the future nurse needs.

Perhaps the key attitudinal problem 1s that the image of nursing as
a secure profession attracts many undedicated students who resent
the realistic hospital setting and the real practice of nursing.
Other problems include conflicting demands on the time of hospital
personnel between helping student nurses and caring for patients;
and the excessive attention in the hospital to the physician/patient
relationship rather than to the nurse/patient relationship, due to
the scheduling of training during "prime time."

In addition to these operational problems, a number of fundamental
questions must be considered 1n establishing clinical training pro-
grams for nurses. The Wong Report discusses several such questions,
including the legal respomsibilities under contracts establishing
clinical relationships (delineation of such responsgibilities as
liability, workmen's compensation, et al.); staffing; governance
and control; etc. Inmasmuch as working out all these contractual
relationships can be a difficult task, agreements for additiomal
clinical training 1n nursing cannot be expected to develop readily.

RECOMMENDATIONS

1. The Postsecondary Education Commission, together with the Divi-
sion of Health Professions Development in the QOffice of State-
wide Health Planning and Development, should jointly establish
a task force to make a differentiated assessment of statewide
nursing-care needs and manpower resources. This group should be
made up of nursing educators, health planners, hospital spokes-
persons, legislative staff, representatives of licensute boards
and professional associations, working nurses, et al. The task
force should explore ways of determining the supply of and demand
for nurses, including specialists; resolve problems in the edu-~
cation, employment, and retention of the proper number and types
of nurses; and assist various agencies and organizations to work
together toward fuller utilization of nursing manpower resources.

2. In order to achieve better coordination and articulation, the two
boards now licensing nurses-~the Board of Registered Nursing and
the Board of Vocational Nurse and Psychiatric Technician Exam-—
1ners--should be combined into a single board with responsibil-
ities for all licensure of patient-care personnel.
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CHAPTER ITI
DENTAL EDUCATION

There are five dental schools in California, all but one of which
have four-year programs. Two of these schools are part of the Uni-
versity of California, located on the San Francisco and Los Angeles
campuses. Three are in private institutions: the Unmiversity of
Southern Califormnia; the University of the Pacific (whose three-year
dental school is in San Francisco); and Loma Linda University.

The Health Manpower Plan, which devotes comnsiderably less attention
to dentistry than to medicine, indicates that the supply of dentists
is quite adequate, but that there is need for more dental care.
Presumably, even i1f all people had the economic means to obtain the
dental care they need, many would continue to avoid the dentist.

The Health Manpower Plan makes four recommendations on dental man-
power, paraphrased below:

1. The State should promote fluoridation of water as a means of
reducing dental caries, and thus the need for dentists.

2, No special efforts to recruit additional dentists should be
made, unless the increased numbers are targeted for under-
served areas or populations. If additional numbers are
trained, there should be parallel efforts to increase the
number of dental auxiliaries and the number of minority per-
sonnel in dental occupatiomns.

3. The use of expanded-role dental assistants and hygienists
should be enhanced by clarifying their legal status.

4. The State should encourage experimentation with the training
and utilization of an expanded-role, mid-level auxiliary who
would perform a broad range of preventive, screening, and den-
tal care functions under the general direction of a dentist.

This chapter examines dental education 1in the same format used for
medicine and nursing. However, the information available on dental
education may not be as complete as that available for those health
scrence fields which have been scrutinized more intensively in recent
years. -

ADEQUACY OF PROGRAM SIZE

The basic indices of program size are the same for dentistry as for
other health occupations.

-123-



Qutput of California Dental Programs

The output of the five dental schools in California since 1966 is
shown in Table D-1 on page 3.

As the table indicates, the ocutput of dental schools in Califeornia
more than doubled in the nine years following 1965, but has declined
1n recent years from the peak attained in 1974. Some of the in-
creased output in 1974 and 1975 can be attributed to the accelerated
graduation of an extra class at the University of the Pacific and
Loma Linda University, but only the former has continued the three-
year program.

Enrollment in Dental Schools

Enrollment in the five dental schools in California since 1972-73 1is
displayed in Table D-2, also on page 3. Enrollments do not seem to
have increased as rapidly as has the number of graduates.

DENTAL AUXILIARIES

There are two types of auxiliary personnel in dentistry. The dental
assistant works with the dentist during examinations and treatment.
The dental hygienist generally works alone, under the general super-
vigion of a dentist, cleaning teeth and carrying out oral prophy-
laxis.

Another paraprofessional is the dental technician or technologist,
who makes crowns, bridges, and dentures (often in private labora-
tories) to the specifications of a demtist. Proposals have been
made to allow "denturists," a newer term for dental techmicians, to
fit and sell dentures directly to the public, bypassing the dentist.
A recent initiative in Oregon authorizing such practice passed by

a vote of more than three to one. The Federal Trade Commission is
considering regulations which would allow denturists to fumction as
independent businessmen. In addition, a bill has now been introduced
in the California Legislature (AB 921, Alatorre) for the licensing
and regulation of denturists., The dental profession is generally
opposed to such proposals.

Unlike hygienists and assistants, however, dental technicians/tech-
nologists are not licensed in Califormia and will not be considered
as mid-level practitioners in this study.

Baccalaureate programs in dental hygiene are offered by the Univer-
sity of California, San Francisco; Loma Linda Unaversity, and the
University of Southern Califormia. Two-year programs in dental
hygiene technology are offered by twelve Community Colleges. There
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are forty two—year programs 1in dental assisting accredited by the
Commission on Accreditation of the American Dental Association (ADA),
which are located largely in Community Colleges. In addition, there
are several dozen programs, generally in private career schools, which
have sought direct approval from the State Board, an alternative to
national accreditation.

Because the Higher Education General Information Survey (HEGIS) does
not identify specific allied health fields, it is difficult to obtain
data on graduates of two-year programs in dental assisting and dental
hygiene technology. The extent of demand for these paraprofessionals
is also unclear. Late in 1977 the Commission was urged to disapprove
a proposed dental hygiene technology program in a Community College
in Orange County by a group of dental hygienists who argued that the
local market was already overcrowded. Nevertheless, the program was
finally authorized by the Chancellor's office on the grounds that
there were opportunities elsewhere in the State.

Dental hygienists have been licensed for more than fifteen years in
California.l Recently, there has been considerable interest expressed
by the Legislature in other types of dental auxiliaries. In 1972 the
Legislature created the Advisory Committee on Utilization of Dental
Auxiliaries. The Committee recommended the creation of new auxil-
iaries to provide direct services to patients, as follows:

Dental Assistant (DA)

Registered Dental Assistant (RDA)

Registered Dental Assistant in Extended Functions (RDAEF)
Registered Dental Hygienist (RDH)

Registered Dental Hygienist in Extended Functions (RDHEF)

(W I SRS I O

The recommendation also dealt with the scope of practice for each
auxiliary, and the need for career ladders between the various
levels.

In 1974 the Legislature enacted into statute the five levels of den-
tal auxiliary recommended by the Committee, and provided guidelines
for the Board of Dental Examiners, which was charged with developing
appropriate regulations for implementing the law, including provi-
sions for upward career mobility.

The Board has published regulations covering the traditional cate-
gories of dental assistant, registered dental assistant, and reg-
istered dental hygienist, including some expansion of roles for

1. Recently, the Department of Consumer Affailrs recommended that
consumers be allowed to deal directly with a hygilenist, rather
than going first to a dentist for referral, and legislation
authorizing such procedure has been introduced in the Legisla-
ture. The dental profession generally opposes this proposal.
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these auxiliaries. But it has moved slowly in establishing the
categories of extended-function auxiliaries, in which no one, as
vet, has been licensed. The Legislature has expressed impatience
with the Board for its unwillingness to implement these two new
auxiliaries within the prescribed time. Also, the staff of the
Health Career Ladders Project study of dental careers has criticized
the Board for not placing the proper emphasis on multiple routes to
licensure in the various categories which were mandated by the
Legislature. The Board has responded that until the effect of an
expanded role for existing dental auxiliaries has been determined,
it is unwise to create additional auxiliaries.?

The Office of Statewide Health Planning, through its experimental
health manpower programs authorized under AB 1503, has recommended
further experimentation with expanded-role dental auxiliaries, par-
ticularly with the dental nurse concept from New Zealand. However,
since the Board is still unwilling to implement less extensive
broadening of the roles of existing paraprofessiomals, 1t is unlikely
that any training program would be established in the near future

for a dental paraprofessional with a much broader scope of practice.

EDUCATIONAL QPPORTUNITY

Dentistry remains a popular, and thus competitive, career choice
for Californians. For example, in 1975 the School of Dentistry at
the University of California, Los Angeles, admitted 106 of 1,996
applicants, or 5.3 percent. The Schoel of Dentistry at the San
Francisco campus admitted 88 of 1,198 applicants, or 7.3 percent.
Two years later, the Los Angeles campus admitted 5.8 percent of its
applicants and the San Francisco campus, 11.0 percent. Undoubtedly,
duplicate applications were submitted, therefore a somewhat higher
percentage of applicants was probably admitted.

No comparable data are available for the three private dental schools.
However, the John Wong Report contains some general data on the total
number of applications and admissions to the five dental schools in
California. In 1974, these schools received a total of 10,433 appli-
cations--presumably including duplication. WNo figure 1s given for

the number of first-year spaces available in the five schools for
1974, but zn 1975 there were 544 such spaces.

In 1974, according to the Wong Report, Californians submitted 16,259
individual applications to dental schools in the United States,

2. In December 1978, the Board of Dental Examiners instructed its
Commirtee on Dental Auxiliaries to provide to the Board within
two months a preliminary report oun the implementation of the
extended-function category for dental auxiliaries and, by June
of 1979, a final plan for extended functions.
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including California. These applications came from 1,977 people,

for an average of 8.2 applacations per Californian. Of that number,
565 Californians were admitted: 180 to the University of California,
254 to the three private dental schools, and 131 to out-of-state
schools. The acceptance ratic for these California applicants was
28.6 percent, compared to 30.3 percent for Califermians who sought
admission to medical school in 1976. This ratio suggests serious
problems of educational opportunity in demtal education.

In other respects, however, opportunities for dental education 1n
California seem relatively good. The Wong Report notes that no other
state has as many dental schools as California, or as many first-year
places in dental school. 1In 1975, Calaifornia schools accounted for
9.4 percent of the first-year places in dental schools nationally,
compared to 6.4 percent of the nation's first-year seats in medical
schools, and Californians occupied 10 percent of those first-year
places.

Furthermore, unlike physicians, dentists in Califormia have been
educated largely within the State. A 1975 study revealed that 62
percent of the active non-federal dentists in California had been
trained here, and that trend continues. Thus, in-migration of
trained professionals from other states does not pose the same
threat to educatiomnal opportunity for Californians rto enter demtal
school as it does for those hoping to attend medical school. Never-
theless, a highly competitive situation exists.

A comparison of the number of Califormnians admitted to medical school
and dental school provides further inmsight into this problem. For
medical schools, 1975 admissions are used; for dental schools, only
1974 admission figures are available. Nevertheless, the comparisons
should still be valid.

Number of
Califormians Number of
Admitrted cto Californians
Total Number of Number of Private Admitted to
Californians Californians California Quc~of-State
Admicted, U.S., Admicted co UG, Schoola, and Schools, and
and Percentage and Percentage Percentage Percentage
Medical Schools 1,203 510 232 461
10037 42.4% 19.3Z2 38.32
Dental Schoeols 565 180 254 131
100% 3L.9% 44.92 23.21

One might be tempted to conclude that the relatively low percentage

of Californians admitted to dental school (28.6%) is because of the
absence of sufficient seats in the University of California's two pro-
grams. However, the table shows that the University and the private
dental schools together account for 76.8 percent of the Califormia
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residents admitted nationally, while in medical education the State's
public and private schools account for omly 61.7 percent of the total.

One might also begin to suspect that Californians do not aggressively
pursue admisgion to out-of-state dental schools to the same degree

as to out-of-state medical schools, and that this factor contributes
to the apparently limited overall opportunity for dental education.
Indeed, one would have to conclude that opportunity for Californians
to be admitted to the State's dental schools was greater than the
opportunity for Californians to enter medical school in this State,
or for Californians to enter dental schools nationally.

SPECIAL CONSIDERATIONS

Perhaps the most significant factor in determining the adequacy of
dental education programs is the difference, previously noted, be-
tween demand for dental service (which seems reasonably in balance
with supply) and the need for dental service (which is large and
only partially met at present). The implications of this situation
for the planmer are not clear.

Many people do not receive proper dental care for economic, as well
as psychological, reasons. Therefore, it might be wise public policy
to look to increased use of dental auxiliaries in underserved areas
as a cost-effective means of providing greater amounts of dental
care, and perhaps even as a psychologically less formidable group of
health professionals than dentists. The dental auxiliary in school,
industrial, or neighborhood settings might provide an excellent
delivery system for much routine dental care, particularly of a pre-
ventive nature, including the provision of psychological support to
patients who needed additional treatment from a dentist.

In any event, the issue of demand vs. need in dental care warrants
further consideration by health planners.

FINDINGS

e California's dental education programs appear adequate to meet
the needs for dental manpower as identified in the Health
Manpower Plan.

® The development of expanded roles for dental auxiliaries, and
related training programs, would be enhanced if the State were
to clarify and codify the scope of practice of extended-function
dental auxiliaries.
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UTILIZATION OF CLINICAL SITES

Dental schools utilize clinical training extensively throughout

the entire professional curriculum. From an administrative point
of view it 1s more convenient and less expensive to establish den-
tal clinics close to the dental schools they serve. Since four of
the five dental schools in California are in urban settings, thas
arrangement generally provides an adequate clinical population for
the dental school, and it also provides a source of low-cost dental
care for disadvantaged residents of the urban community.

It is also possible to establish dental preceptorships and clinical
training in rural settings. While more difficult to inmitiate than
urban clinics, such arrangements have been made successfully by
several dental schools in Califormia.

RECOMMENDATIONS

1. The State should clarify and codify the scope of practice of
extended-function dental auxiliary persomnel, and should pro-
vide educational programs to prepare Californians for these
paraprofessional fields.

2. Greater use should be made of expanded role dental auxiliary
personnel, particularly in meeting dental needs 1in underserved
areas.

3. Additional minority students should be recruited for careers
as dental auxiliary personnel as a means of facilitating com-
munity screening and peer counseling which will provide assis-
tance and support to people in underserved areas who need
further dental care.
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CHAPTER IV
PHARMACEUTICAL EDUCATION

Professional education in pharmacy is provided in Califormia by
three institutions: the University of California, San Francisco;
the University of Southern Califormia; and the University of the
Pacific. Each of these institutions has a program leading to the
degree, Pharm. D. In addition, the University of the Pacific also
has a B,S. program in pharmacy.

Licensure as a pharmacist in California requires graduation from

an approved four-year program, and serving a ome-year internship.
The Pharm. D. programs are four-year programs, but have prerequi-
sites of two years of pre-pharmacy for a total of six years of
higher education. The B.S. program at the University of the Pacific
has a pre-pharmacy requirement of at least one year. The ome-year
pre-pharmacy requirement is imposed by the American Council on
Pharmaceutical Education, the accrediting body for the profession,
whose accreditations are used by the State Board of Pharmacy in
determining the eligibility of graduates for licensure.

The Health Manpower Plan makes no formal finding concerning man-
power needs in pharmacy. It does suggest, however, that supply and
demand are reasonably balanced, with the only posgssible shortage of
pharmacists occurring if a national health insurance plan heavily
involving pharmacists were to be established. (The Health Manpower
Plan acknowledges, however, that the procedures for estimating
supply and demand are less well developed in pharmacy thar in any
other health science field.) The Plan also notes the widespread
distribution of Califormia's approximately 12,000 pharmacists, aad
the fact that most of them utilize only a swmall portion of their
potential capability and knowledge in their everyday work, repre-
senting a waste of trained manpower. The Plan makes two recommen-
dations concerning pharmacy:

(1) The professional role of pharmacists in the delivery
of primary health care should be expanded to make
maximum use of the scope and nature of professional
pharmacy education.

(2) The State should encourage and support further ex-
perimentation with training of pharmacy technicians
for functions as expanded role pharmacy auxiliaries
znd the training and utilization of such personnel
should be evaluated for quality of care, public
acceptability and cost/benefits.

One important factor is apparent 1n studying pharmacy; it is a
field in transition. In the past, pharmacy has had a commercial
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orientation; the pharmacist was partly a health professional and
partly a retailer. The emphasis is now shifting toward the pharma-
cist as a full-fledged member of the health team with expertise 1n
the use and effects of medication unmatched by that of any other
health professional. The American Pharmaceutical Association has
indicated that the six-year Pharm. D. degree, with its orientation
toward patients rather than products should be the standard prepa-
ration for this new breed of pharmacist.

However, the very nature of pharmacy may require that 1ts practi-
tioners continue to be oriented toward marketing. Unlike physicians'
offices, the location of pharmacies remains a function of consumer
convenience.l Three quarters of the pharmacists in Califormia still
work in chain or independent drug stores. In the smaller of these
establishments, the familiar corner drug store, the pharmacist,
whether the owner or an employee, frequently assists customers 1n
purchasing proprietary drugs as well as various sundries--and in

an earlier era filled in behind the soda fountain when necessary.

In a 1973 survey in California, quoted in the John Wong Report, 71
percent of active pharmacists reported spending some of their time
in selling non-prescription drugs and 33 percent reported spending
time in selling nonhealth items.

Under these circumstances, the Department of Health's concern may
be valid--that registered pharmacists, particularly those trained
in the broader programs of recent years, often do not function at
the full level of their capab:.lit:i.es.2 However, it also may be
true that the public expectation for pharmacy includes continued,
and perhaps even greater, attention to aggressive marketing of
drugs——e.g., generic prescriptions and discount drugs. If this 1is
the case, making the pharmacist more of a professicnal consultant
on medicatiomn, and thus less concerned with the cost to the cus-
tomer, might be viewed by the public as a move in the wrong direc-
tion.3 Thus, pharmacy education may have to continue to provide a

1. Even though commercial in its orientation, retail pharmacy 1s
not a bastion of rugged free enterprise. It tends to be highly
regulated because of 1its central role in the distribution of
potentially daagerous substances.

2. Pharmacists are widely distributed and are, in some small towms
as well as inmer-city neighborhoods, the only health profes-
sional immediately available to many people. This might sug-
gest that they also have additiomal potential for delivery of
health care.

3. In the legal action to be discussed later in this chapter, the
American Association of Retired Persons, testified in support
of the chain drug stores who argued that proposed regulations
calling for more consultation with customers would increase the
costs of drugs.
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graduate who can operate comfortably in two different worlds: pro-
fessional health care and retalling.

It is clear that unique and interesting i1ssues exist in pharmacy
education. This chapter of the Health Sciences Education Plan will

attempt to sort them out.

ADEQUACY OF THE EDUCATIOQWAL PROGRAM

In looking at various measures of the size of the educational pro-
grams in pharmacy, it is quickly apparent that the data are less
complete than for other health fields. This situation reflects the
fact that pharmacy has not been in the limelight as a subject of
review by educators or State educational planners, and also the
fact that the Higher Education Genmeral Information Survey (HEGIS)
does not provide the same detailed data on pharmacy as it does for
medicine and dentistry.

Qutput of Pharmacy Schools

Table P-1 displays the number of graduates of the four pharmacy
programs in Califormia since 1966.

TABLE P-1

Degrees Conferred by California Schools

School/Program 1366 1967 1968 1969 1970 1971 1972 1973 1§74 1975 1976 1977 1578

UCSF, Pharn. D. &Q 62 79 71 g1 36 83 78 84 84 61 91 85
UsC, Pharm. D. 99 93 122 82 96 114 99 113 131 121 126 142 140

Uop, Pharm. D. 3 3 2 1 2 0 36 91 130 152 165 137 133
gop, B.S. 42 39 62 36 78 71l 80 127 62 43 45 61 af
Total 224 217 265 210 277 301 278 409 407 402 397 431 407

Source: John Wong Report, supplemented by HEGIS.

The number of pharmacy graduates has almost doubled since 1966,
with most of the growth occurring in the Pharm. D. programs of the
two independent institutions. While the total output of the four-
year programs in California shows upward trend overall, there is
considerable variation from year to year, more so than in other
health science education programs.
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Enroliment 1n Pharmacy Programs
Table P-2 displays fall enrollments in the four California pharmacy

programs. These data obviously are incomplete for the independent
institutions.

TABLE P-2

Enrollments 1n Professional Pharmacy Programs

Institution/

Program 1971-72 1972-73 1973-74 1974-75 1975-76 1976=77 1977-78 1978-79

UCSF, Zharm. D. 353 362 378 386 399 417 450 443

USC, Fharm. D - - - 532 573 - 603 609

UOP, Pharm. D. - - - - - - 440 NA

UoP, 3 s, - —_ — - - B -1 § A
Tocal 353 362 378 918 E37) 417 1,644 NA

Source. UG Statistical Abstract, HEGIS, Inscitutions.

The Office of Health Affairs of the University of California re-~
ports that enrollments in pharmacy for the fall term are projected
to reach 457 students in 1979, 468 in 1980, and remain at 468 in
1981. Similar projections are not available for the other pharmacy
programs.

AUXILIARY PERSONNEL

Auxiliary personnel exist in the field of pharmacy in the form of
pharmacy technicians. However, the status of such personnel is
not defined legally and there are few training programs for them.
To a large degree, future use of such personnel will depend upon
how the professional pharmacist is utilized.

California, as previously noted, is unique in training pharmacists
largely through the Pharm. D. degree program, even though State
licensing laws have not been modified to provide for an expanded
role for such graduates beyond that of the baccalaureate program,
The Health Manpower Plan and other studies have suggested that this
approach results in turning out a large number of underutilized--or,
more negatively expressed, overeducated--pharmacists. There is
widespread feeling that such well-educated pharmacists should be
given an expanded role in health care, commensurate with the level
nf their professional training. However, there is little agreement
about what that role should be.

One setting generally acknowledged to be appropriate for expanded-
role pharmacists is the hospital, where pharmacists have become
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members of the primary care health team, performing such functions
as consulting with physicians in determining appropriate medications
and dosages, developing patient histories and profiles to avoid
adverse reactions, and making rounds with hospital staff to insure
that drug repimens are being carried out properly.

There are also settings in which pharmacists have been solo practi-
tioners in primary care. The Indian Health Service of the U.S.
Public Health Service, to counter a shortage of physicians, has
trained pharmacist practitioners to examine patients, prescribe
drugs and oral contraceptives, and treat chronic conditioms. Phy-
sicians familiar with this program have viewed it favorably; criti-
cisms have come largely from outside pharmacists.

The U.S. Public Health Service views pharmacists as uniquely equipped
to carry out certain aspects of community health: immunazation,
family planning, venereal disease prevention, drug abuse prevention,
health maintenance counseling, etc. Indeed, the corner drug store

in an inner-city neighborhood serving as a source of primary health
care is an exciting idea to contemplate. However, the necessary
circumstances——including legal authorization--do not exist to ex-
periment with such a concept at the present time.

If the professional scope of the Pharm. D. were to be expanded, the
responsibility for the routine dispensing of prescriptions in a drug
store might fall more heavily on the B.S. graduates trained in Cali-
fornia and the much larger number of those trained in other states.
The pharmacy technician could also play a major role in the dis-
pensing of drugs under the supervision of a registered pharmacist.

In the Commission's Inventory of Academic and Occupational Programg,
two Community Colleges report the existence of programs for pharmacy
technicians; in each case the program 1s identified as "hospital
pharmacy technology." An examination of the colleges' catalogs

show that these programs tend to emphasize administrative procedures
and practices, but require little or no understanding of biological
processes as they are affected by drugs; e.g., no courses in chem-
istry or blology are required.

Under AB 1503, the experimental health manpower program, there have
been several pilot projects to train extended-function pharmacy
auxiliaries, but the programs seem to have elicited little interest
on the part of the profession.4 There are two inherent disadvantages

4. There have also been experimental manpower programs for expanded-
role pharmacists, including current programs permitting pharma-
cists to prescribe. These programs are quite promising.
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in these experimental programs. First, there is no financial in-
centive for the educational institution to conduct such programs.
Second, the institution cannot assure students that they will ulti-
mately be allowed to employ their new, expanded abilities and know-
ledge, since there is no effective way to bridge the gap between
the experimental program and the normal practice of pharmacy pre-
scribed by current law and regulat:ion. Another problem is that
federal drug regulations may preclude the State's participation in
experimental manpower programs dealing with the administratiom of
drugs.

Nevertheless, there continues to be interest in the concept of the
pharmacy technician., The California Pharmacists Association reports
that it intends to seek introduction of legislation in 1979 recog-
nizing the role of the pharmacy technician.

EDUCATIONAL OPPORTUNITY

0f the five health science fields at the University of California,
pharmacy appears to be the least competitive in terms of the number
of students admitted per number of applications received. In 1975,
the School of Pharmacy received 556 applications for admission.

Out of that group, 108--or 19.4 percent of the applicants--were
admitted, a ratio of almost one in five. Two years later, in 1977,
20.7 percent of the applicants were admitted.

One should be cautious In generalizing about these ratios however.
Even though acceptance ratios for pharmacy do appear to be higher
than those in the University's other health sciences fields, there
are circumstances which make such comparisons unwise. For instance,
there is only one School of Pharmacy in the University, while there
are five Schools of Medicine. Also, several of the other health
science disciplines are characterized by multiple applicatioms:

for example, California applicants submitted an average of thirteen
applications each to medical schools in a recent year, and an
average of eight applications each to dental schools. These mul-
tiple applications produce deceptively low acceptance ratios for

an individual institution--e.g., 3 percent for a medical school.
The actual rate of acceptance of all applicants iInto the disci-
pline, however, is much higher; for example, 30 percent of all
Californians who apply to medical school are accepted either in
California or another state. Thus, it is hard to generalize about
the significance of a 20 percent acceptance ratio in pharmacy at a
single campus without knowing what the total acceptance ratio into
pharmacy is for Californians, a figure which is unavailablie.

Other measures of educational opportunity, as identified in the
John Wong Report, suggest that opportunities in pharmacy are not
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as good as they might be for students in a state which has 10 per-
cent of the national population. For example,

® Of the seventy-two schools of pharmacy in the United States,
only three are located in California;

® Only 5.8 percent of the pharmacy degrees awarded in the United
States were awarded by California institutions;>

¢ California ranked thirty-ninth nationally in the ratio of
pharmacy students to population;

¢ California ranked twenty-eighth nationally in the ratio of
pharmacists to population; and

¢ More than half the pharmacists in California (54%) were trained
out-of-state. (No reciprocity agreements with other states
exist, so all ocut-of-state pharmacists practieing in California
have passed the State examination.)

On the plus side, however, California seems to be trying to provide
educational opportunity in pharmacy for its citizens. For example,

® Virtually all students in the State's three pharmacy schools
are Californians;

e About 34 percent of the Califormians enrolled in pharmacy
schools nationally attend one of these three schools; and

e Recent entering classes i1n pharmacy are much more heterogeneous
by sex and ethnicity than 1s the existing population of prac-
ticing pharmacists i1n the State.

Characteristics of Pharmacy Personnel

1975-76 1973 Survey of
Entering Class Working Pharmacists
Caucasian 58.1% 82.07%
Asian 22.2 12.7
Chicano 5.7 1.7
Black 4.2 1.9
Other 9.8 1.7
100.0% 100.0%
Male 62.4% 88.0%
Female 37.6 12,0

5. Nationally, at the time of the John Wong Report, California's share
of the B.£. degrees awarded in pharmacy was less than 1 percent, but
1ts share of the Pharm. D. degrees awarded was over 99 percent!

In 1978, California imnstitutions sti1ll awarded more than 98 percent
of the Pharm. D. degrees awarded as first-professional degrees.
However, there were a growing number of Pharm. D. degrees awarded
as other than first-professional degrees--a number equal to
slightly more than half the total of the California first-profes-
sional degrees,
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No career ladders exist in pharmacy, and no attention is given in
statute or in regulation to experience as an alternative to any of
the educational requirements for licensure. Provision exists for
the evaluation of foreign-trained pharmacists seeking licensure.
If the applicant has "sufficient and equivalent education in phar-
macy," as certified by the Board, the Board of Pharmacy permits
the applicant to take the license examination. A rather unusual
procedure is used to assess the adequacy and equivalency of the
foreign applicant’s education. A private organization, the Cre-
dentials Evaluation Service of Los Angeles, evaluates the appli-
cant's transcript, and its recommendations become the basis for
the Board's determinations of eligibility for the examination.
There is also a special educational program at the University of
California, San Francisco, to assist foreign-trained pharmacists
to meet the requirements of the California license examination.

SPECIAL CONSIDERATIONS

Quite possibly the public and the profession have different per-
ceptions of what role pharmacy should play in health care. 1In
medicine and dentistry, there is a single perception, which is dic-
rated by the profession; consumers have little or no choice but to
accept the profession's practices and policies, including pricing,
whether they agree with them or not. But in pharmacy the public
in recent years has come to expect certain consumer rights, such
as competitive pricing, which may be unpopular within the profes-
sion. Indeed, having a prescription for a generic drug filled at
a discount drug store may be perceived by the consumer as the only
way he or she can exercise any control today over the costs of
health care. -

In the past, the scope and direction of health care delivery have
been determined praimarily by the health professions themselves.

In recent years, however, such practices have been increasingly
questioned, as consumer advocates have asserted their legitimate
interest in the formation of public policy in health care. Perhaps
in this and other plams concerming the training and utilization of
health professionals, planners and public policy makers should give
greater attentiom to the expressed interests and concerns of the
consumer.

It is also possible that within the profession there are differ-
ences of opinion about the role of the retail pharmacist. While

the California Pharmacists Association has expressed its interest

in an expanded role for pharmacists, without being specific about
what it might be, it is difficult to know whether this pnint of

view reflects strong consensus within the profession. The State
Board of Pharmacy has decided to move ahead more specifically on one
aspect of an expanded role for pharmacists, but has been thwarted by
a chain drug store corporation.

The Board, over the veto of the Director of Consumer Affairs, adopted
new regulations in September 1978 that established new requirements
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for pharmacists in order to provide greater assistance to consumers.
One requirement was to "orally explain to the patient or the pa-
tient's agent the directions for use and any additional information
deemed necessary for the pharmacist to promote the appropriate
utilization of the medication or device prescribed." Another re-
quirement was that pharmacists must set up a toll-free number for
consumer Information if they deliver more than half their prescrip-
tions outside the pharmacy. These regulations were to go into
effect on January 1, 1979.

In late December of 1978, a Sacramento-based retailing firm filed

a lawsuit against the proposed regulations, and a Superior Court
judge issued a temporary restraining order prohibiting their imple-
mentation. The company argued that the language of the section on
oral explanations was ambiguous, and that pharmacists already pro-
vided appropriate explanations. It also objected to the require-
ment for a toll-free telephone number. The company asserted that
the regulations imposed additional costs of doing business, one
estimate being an additional cost of between 10 and 20 percent.

FINDINGS

1. The number and size of the educational programs in pharmacy
in California are adequate to meet the needs of the State,
given current patterns in in-migration and no marked change
in the number of prescriptions filled.

2. There is no State-supported B.S. program in pharmacy for
those students who wish to take this educatiomal path to
licensure in preference to the Pharm. D. degree route.

3. The pharmacy technician is not defined in statute or regu-—
lation; therefore, educational programs in this field are
necessarily imprecise and undeveloped.

4. Some of the proposed changes in the role of the pharmacist
may result in higher drug costs for the consumer, although
these costs may be offset by a reduction in the use of

prescription drugs, a circumstance which may also reduce
latrogenic illness.

CLINICAL UTILIZATION

Clinical experiences in pharmacy are provided in hospitals and phar-
macles as a part of the professional training. These experiences
include internships which are required by statute for licemsure.
These intermships, which may or may not be salaried, consist of
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1,500 hours of practical experience supervised by a preceptor who
is a licensed pharmacist; thus, any pharmacy in the State is a
potentlal training site. The law defines an intern pharmacist as
a person who has completed the educational requirements for licen-
sure, but the Pharmacy Board reports that internship hours can be
accumulated anytime after the freshman year of professional phar-
macy education.

RECOMMENDATIONS

1. The State should provide in statute and regulation for the
delineation of function between a professional pharmacist and
a pharmacy technician, and should provide appropriate educa-
tional programs in each field, taking into account the variety
of roles which pharmacists may fill, ramnging from traditional
retail dispensing of drugs to the delivery of primary health
care.
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CHAPTER V
QPTOMETRIC EDUCATION

Two 1nstitutions in Califormia offer professiomal programs in
optometry: the School of Optometry at the University of Califormia,
Berkeley, and the Southern California College of Optometry, a pri-
vate institution in Fullerton. HNationally, there are only thirteen
schools of optometry; thus, Califormia appears to have more than
adequate institutional resources for optometric educaticu.

The Health Manpower Plan contains statistical data on the number
of optometrists now practicing, and the projected need for optom-
etric manpower. However, the Plan makes no formal findings or
recommendations concerning the profession.

In 1975, at the request of the Legislature, the Postsecondary Edu~-
cation Commission conducted a study of optometric educatzon, con-
cluding that the S$tarte's needs for coptometric manpower were being
well met by the present programs. As a3 result of that study, and
recent Commission participation 1n the current Regional Optometric
Education Project of the Western Interstate Commission Zor Higher
Education (WICHE), the information available on coptometric educa-
tlion 1s more than sufficient for planning purposes.

The vision care field can be a confusing subject to study because

of the variety of occupatiomal titles withan the field and the over-
lap petween the occupations: optometrist, ophthalmologist, and
opticran. The following definitions are offered to differentiate

11 a general way the work of these three professioms, and are not
intended to be comprehensive definitions.

Optometrists are licensed health professionals who are graduates

of a four-year professional trainming program leading to the degree,
Doctor of Optometry, or 0.D. They are trained in optics, the
measurement of the eye, and the correction of refractory problems
through the fitting of lenses, which they frequeantly dispense them-
selves. They are also trained to detect abnormalities or pathol-
ogies of the eve, for the treatment of which patients are then

referred to physicians, and to carry out various kinds of vision
therapy.

Ophthalmologists are physicians who specialize in the eye. They
sometimes functicn in the same way as optometrists, fitting lensas,
and occasiormally dispensing glasses and lenses. They are authorized
oy their medical license to provide 21l aspects of visioz care in-
cluding surgery. Today, ophthalmologists are likely to have completed
a2 formal three-year residency in that field, including training in
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about eight major areas of knowledge, including optics and refrac-
tion.

Opticians, or dispensing opticians as these registered professionals
are designated in California, are the technologists who make glasses
and lenses to order for optometrists and ophthalmoclogists, and then
retail these products to patients. There 13 no educational require-
ment for this license, but five years of experience is required,
some credit for which can be obtained from taking Community College
courses 1n coptical technology.

ADEQUACY OF PROGRAM

The adequacy of California's two educational programs in optometry
can be assessed by examining measures of output and enrollment.

Qutput of Programs

Table O-1 (page 146) shows the number of California graduates with
fairst professional degrees in optometry since 1966. The virtual
absence of graduates in 19693 marks the conversion from a three- to
a four-year curriculum.

1. An officer of the California Association of Ophthalmology re-
ports that nationally 75 percent of ophthalmologists are board
certified, and another 15 percent are "board eligible." It
should be noted that specialized competence 1n medicine is not
certified by the State; specialization is, instead, recognized
through private channels of the medical profession. In a nar-
row legal sense, under a California license as physician and
surgeon, a physician can treat any disorder; as a practical
matter, most physicians choose to specialize. Although special-
1zation increasingly reflects formal postgraduate medical edu-
cation, a physician can identify himself as a specialist whether
or not he or she has had formal residency training or is board
certified. However, there are practical limitations--in the
form of peer review, hospital privileges, malpractice insurance,
etc.--which militate against marginally qualified persoms func-
tioning as specialists.
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TABLE 0-1

0.D. Degrees Conferred by
California Schools and Colleges of Optometry

1966 - 1977
School 1966 1967 1963 1969 1970 1971 1972 1973 1974 1975 1976 1977 1978
UC, Berkeley 26 29 43 1 39 13 48 44 37 32 &0 37 61
Southern
Califorania
College of
OpcometTy 33 52 53 4] 49 52 59 57 61 58 63 84 62
Total 59 31 9é 1 88 85 107 101 118 110 123 141 123

Source: John Woug Repart, updated through HEGIS.

The output of these programs continues to grow, although there are
minor year-to-year fluctuations.
Enrollment

Table O-2 depicts the enrollment in the first professional (0.D.)
degree programs in optometry.

TABLE 0-2

Fall Enrollments 1n Professional Programs in Optometry

Actual Projected
School 1972 1973 1974 1975 1976 1977 1978 1979 1980 1981 1982
UC, Berkeley 232 238 251 261 270 257 257 295 300 300 300
Southern
California
College of
Optomecry - Jlé 367 371 390 397 38?7 397 397 397 397

Source: John Wong Report, updated by HEGIS, Projections from iastitutions.

It appears that enrollment growth has been somewhat faster in the
Southern California College of Optometry (SCCO) than in the Univer-
sity of California. The University's program has been limited by
physical capacity; recent expansion of this capacity, however, will
permit the College of Optometry to increase its enrollment to a
total of 310 students. Southern California College of Optometry
has already reached capacity at its relatively new campus.
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MID-LEVEL PRACTITIONERS

In optometry the mid-level practitioner is the optometric techni-
cian, which is at present an unlicensed occupation in California.

By its nature, and indeed even by the name of the profession, optom-
etry traditionally has been larpgely a field of measurement and cor-
rection of visual optics, a field that can be served in part by the
technologist or technician. Even as the profession is moving toward
a broader role for the optometrist as a primary care health profes-
sional, the work of prescribing, fitting, and dispensing lenses
remains the core of the daily work in an optometric office. Much

of this work can be performed by a technologist or technician,
Training in schools of optometry today often includes the concept

of the health care team which includes a technician, and many young
optometrists view the use of technicians as an effective way to
increase the productivity of their practices.

Employment in the optical industry is also an impertant outlet for
trained optometric technicians. Officials at SCCO report that the
graduates of their one-year technician program are aggressively
recrulted by the optical profession.

In addition to the program at SCCO, optometric technician programs
exist at several Community Colleges. These programs vary in empha-
s1s and even in name. The most comprehensive programs are identi-
fled as ophthalmic dispensing; these two-year programs exist at
Canada College and Crafton Hills College, and include technical
work in making lenses as well as training in the support of an
optometrist in an office, including the measurement of eyes for
glasses. Citrus College separates the major emphasis into two
programs: (1) an ophthalmic technology certificate program which
produces auxiliary personnel for work in an optometrist's office,
including the measurement of eyes for glasses, and (2) a certifi-
cate program 1n optics which trains personnel for the optical
industry. Two other programs train personnel only for the optical
industry, the two-year ophthalmic optics program at Los Angeles
City College, which is designed to produce opticians, and the cer-
tificate program in optical technology at Santa Rosa Junior College,
which also concentrates on the production of lenses. In addition,
there are two programs which train optometric assistants for work in
an optometrist's office, but without the technical background in
optics/measurement; these programs are identified as optometric
technician at Merritt College and optometric assistant at San Diego
City College. Fimally, there are four techmician programs in pri-
vate career schools: the American College of Optics, the Valley
College of Medical and Dental Careers, and Northwest College of
Medical and Dental Assisting, each in Los Angeles, and the San Diego
College of Medical and Dental Assistants.
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There are alsc apprenticeship programs which train lens grinders,
preparing personnel for employment in the optical industry or as
dispensaing opticians.

EDUCATIONAL OPPORTUNITY

Like other health science fields, optometry is a profession which
is attractive to many people; thus, admission to optometric educa-
tion is highly competitive. In 1977, Southern California College
of Optometry admitted 96 students from an applicant pool of 702,
an acceptance rate of 13.7 percent. This group included 25 out of
291 California applicants, an acceptance rate of 8.6 percent. The
same yeatr the University of California admitted 65 students from
550 applicants, an acceptance rate of 11.8 percent. This group
included 57 out of 430 California applicants, an aeeceptance rate
of 13.3 percent.

In each case there were duplicate applications. Many applicants
may also have applied to Pacific University in Oregon, which ad-
mitted 85 out of 747 applicants, slightly more than one in ten.
Thus, for those students from California who wished to enter optom-
etry school, the mathematical chances of getting into any of the
three optometry schools on the West Coast were no better than one
1n seven at any of the schools. Actually, the odds dropped con-
siderably at the two private institutions because of their admis-
sions policies, which include contracting with other states through
WICHE to reserve seats for students from those states. As a result,
at Southern California College of Optometry only 31 percent of its
total spaces were occupied by Californians, compared to 89 percent
at the University of California. Additional opportunities exist

at Pacific University where 10 percent of the student body in
optometry 1s from California. Comparing the 1977 ratios of Cali-
fornia-applicant success at the three schools (as reported above)
to the number of first-year seats at each institution, it appears
that there were about 90 seats available to accommodate the Cali-
fornians who sought admission, perhaps 450 applicants in all.

Thus, in spite of having two of the nation's thirteen optometry
schools and 14 percent of the first-year seats in optometric educa-
tion, California 1s still a very competitive state for those seeking
training i1n this field. However, about 80 percent of the optome-
trists practicing in California have been trained in-state, so the
profession 18 not crowded with people who received their training
elsewhere, as in medicine. As a result, there is no pressure-—-as
there 1s in medicine--to restrict the entry of additional students
into training programs solely because of near-surpluses in manpower
attributed to in-migration.
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Concern was expressed several years ago that opportunity for optom-
etric education for Californians would further decline as Southern
California College of QOptometry began to contract with other states
to reserve seats for students. In 1974, SCCO sought legislative
support for a contract program with the State of Califormia, arguing
that such a program was necessary to meet California's manpower
needs in optometry. The bill embodying this concept contained an
appropriation for contracts at the rate of $4,000 per student per
year} it passed the Assembly, but was defeated in the Education
Committee of the Senate.

A resolution was then adopted in the Assembly, calling for the
Postsecondary Education Commission to review the ability of the
institutions of optometric education to meet the manpower needs of
the State. Early in 1975, the Commission adopted a report which
determined that such needs would be adequately met imn the near
future, even if California had somewhat fewer practicing optome-
trists. This report specifically recommended against the proposed
contract program.

It is too early to tell if the optometric manpower situation in
California has been affected noticeably by the decision of SCCO to
contract with other states for student spaces, and the decision of
the State of California not to enter into such a coantract. However,
1t may well be true that there are fewer Californians receiving
optometric education within the State today than there were in 1970,
when SCC0's entering class was 75 percent Californian.

SPECIAL CONSIDERATIONS

With only thirteen institutions in the United States, optometric
education is a small enough field to be studied thoroughly. Like-~
wigse, the profession's membership 1s small, wath only about 3,200
optometrists in California, so that it too is relatively easy to
monitor.

Such monitoring indicates that optometrists, like pharmacists, as-
pire to become more breadly inveolved in primary health care. How—
ever, special circumstances make 1t difficult to predict how exten-
sive or how advantageous an expanded role might be. For example,
there is no program in pharmacy, such as those under AB 1503,
through which new occupational roles can be developed experimen-
tally. Also, unlike pharmacists, and dentists as well, optometrists
share their special expertise with another profession, the medical
specialty of ophthalmology. Ophthalmologists are authorized to do
all that optometrists do, as well as engaging in surgical and medi-
cal procedures. Thus, both groups provide primary vision care, with
the regult that a certain degree of competition exists between them.
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The principal argument for expanded primary care responsibilities
for optometrists is their geographical distribution and availabil-
ity. Optometrists are not only more widely distributed geographi-
cally than are ophthalmologists, but there are perhaps twice as
many 1in California.?2

The fact that the training of optometrists costs considerably less
than that of ophthalmologists (as one might expect, since optometry
is a narrower, more specialized field) is another argument for their
greater use in primary care. However, there seems to be no evidence
to bear out the assumption that the same vision care delivered by

an cptometrist 1s cheaper than that provided by the ophthalmologist.
The Medi-Cal section of the Department of Health Services is con-
ducting a survey of the fee schedules in optometry, but the survey
will not compare optometric fees to ophthalmic fees. However, this
office reports that during the past six months the fees charged for
complete eye examinations with refraction and tonometry have aver-
aged $32.23 for optometrists and $40.00 for ophthalmologists, with
Medi-Cal reimbursement being $30.80 to the optometrist and $32.00

to the ophthalmologist. On this basis, the cost of the same pro-
cedure from an optometrist appears to be 20 percent less than from
an ophthalmologist. Reportedly, an earlier survey of these com-
parative fees showed the opposite relationship.

A recent report of the Health Resources Agency of the federal De-
partment of Health, Education, and Welfare estimates that "about
nine out of ten of the patients who need vision care services re-
quire services which are within the present scope of optometry."

The report also notes that about two-thirds of the population now
seek vision care from optometrists and one-third from ophthalmol-
ogilsts, which suggests that more people could utilize optometrists
1f they wished. However, the relative advantages of seeing one
type of vision specialist over the other seem to be rarely dis-
cussed in the literature of health planning.

2. The 1978 Blue Book of Optometry reports 3,209 licensed optome-
trists living in California. If 88 percent were active, as was
the case 1n 1976 when the John Wong Report studied optometry,
there were about 2,824 practicing optometraists in California in
1978. The number of ophthalmologists in California in 1977
totaled 1,469, according to the Division of Health Professions
Development of the Office of Statewide Health Planning and
Development. Another 195 physicians were 1n residency programs
in ophthalmology. Thus, the ratio of optometrists to ophthal-
mologists in California is approximately two to one.
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FINDINGS

1. The two coptometric programs in California are adequate to meet
the manpower needs of the State for the near future, provided
that a significant number of Californians continue to be admit-
ted to the Southern California College of Optometry.

2. Educational opportunity in optometry in the State would be
impaired seriously if the Southern California College of Optom-
etry were to reduce significantly the number of Californians
admitted each year.

ADEQUACY OF CLINICAL SITES

Clinical experience is important in optometric education. Cali-
fornia i1s fortunate that its two optometry schools are located in
major population centers, making the institutions' clinical out-
reach a valuable health care resource to large numbers of people.

Southern Califeornia College of Optometry operates regular clinics
on its Fullerton campus and in downtown Los Angeles. It also
operates twenty-three small clinics in Southern California, Arizona,
Nevada, and New Mexico, as well as on West Coast military bases.

The University of Califormia's clinical ocutreach 1s not as exten-
sive. In addition to the on-campus clinic at Berkeley, the College
of Optometry operates clinics in Daly City, in a nearby Veteran's
Administration hospital, and in the Lions Club Blind Center 1in
Qakland.

RECOMMENDATTONS

1. The State should include optometry in the AB 1503 experimental
health manpower programs in order to explore possible new roles
for optometrists in primary health care, and for optometric
technicians in patient care.

2. Future health manpower plans prepared by the Office of State-
wide Health Planning and Development should investigate the
overlapping responsibilities of optometrists and ophthalmolo-
glsts 1n providing vision care, and should recommend public
policies with respect to the utilization of each kind of wvision
specialist.
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CHAPTER VI
EQUAL EDUCATIONAL OPPORTUNITY

During the development of its Health Sciences Education Plan, the
Commission has found that certain ethnic groups and women are, by
most measures, underrepresented in health sciences education and in
the health professions. The Health Manpower Plan issued by the
Office of Statewide Health Planning contains a similar finding with
regspect to ethnie minorities, but does not address the underrepre-
sentation of women in the health professions. The Health Manpower
Plan treats such ethnic underrepresentation as a lack of manpower
which 15 sensitive to the health needs of minorities. From its
perspective, the Commission regards this underrepresentation as a
lack of educational and career opportunities for a sizable number
of Californians, both male and female.

To examine the extent of this underrepresentation, this chapter of
the Commission's Plan will indicate via a number of tables the
composition, by sex and ethnicity, of recent graduating classes and
the current enrollment in professional educational programs in the
five health fields covered in the preceding Plan. Comparisons will
also be made between: (1) the composition of groups of students
and graduates in the health sciences, and the composition of the
general population in California; (2) the composition of the group
of recent college graduates who are likely to be applicants for
admission; and (3) the composition of the professional health work
force. This chapter also reviews current efforts to increase the
number of ethnic minorities and women in professional education in
the health sciences, and recommends additional efforts which seem
needed.

Two caveats concerning the data displayed in this chapter should be
noted. First, data are available for only three years, 1976, 1977,
and 1978--the only years included in the files of the Commission's
information system. Little in the way of trends can be established
on the basis of three years of data, and any judgments concerning
"progress” in that time must be tempered by this circumstance.

Second, the data have bullt-in opportunities for inaccuracy. Sex
and ethnicity data are reported voluntarily by indiwvidual students
through the Higher Education General Information Survey (HEGIS).
Students wmay identify themselves in any way they wish, or they may
choose not to respond at all. There are also problems in making
the data comparable. For independent Californila institutions, the
sex and ethnicity data are collected by the Commission in the HEGIS
format, which contains five ethnic categories and a cagegory of
"Non~Resident Alien." TFor the State's public institutions, the
Commission collects sex and ethnicity data in nine categories, the
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three additional categories being "Filipino,” "No Response,'" and

"Other."” To econsclidate these data into the HEGIS format it is
necessary to add "Filipino" totals to the "Asian/Pacific Islander"
category, and to prorate the '"No Response' and "Other" data among
the six HEGIS categorles. (The independent institutions have
already prorated the "No Response"” and "Other" data via their HEGIS
reports.) The data for the two sectors has thus been made as
gimple to compare as possible and in the exact format in which it
will be reported to the federal govermment--even though there may
be some question concerning the accuracy of the results obtained by
prorating. 1/

Two basic tables have been prepared for each of the five health
fields: one shows degrees awarded; the other shows enrollment by
sex and ethnicity. A third table shows the relationship of each
ethnic and sex group to total degrees and enrollment, as compared
to the other measures cited earlier: total population; recent
college graduates (a useful standard since people must have reached
this point to be eligible for most professional education); and the
work force of each profession. A series of interpretative comments
is also offered, subject to the caveats noted above.

MEDICINE

Table MO-1 shows the composition of the graduating classes in
medicine, by sex and ethniecity, for California institutions in
1976, 1977, and 1978.

The distribution of enrollment in medicine, by sex and ethnicity,
for California institutions for the same three years 1s shown in
Table MO-2.

Table MO-3 shows the relationship between the distribution of
degrees awarded and enrollment, as reflected in the two previous
tables, compared to: (1) the distribution of the California popu-
lation, by sex and ethnicity; (2) the eligibility pool for medical
schools, as defined by recent college graduation; and (3) the
current work force of physicians.

1/ The percentage of students in the "No Response' or "Other"

categories ranges from zero to about 15 percent in the various
tables which have been prorated in this chapter, with perhaps
10 percent being a median figure. Thus, in a table of ocne
hundred students, ten of whom are in the two categories of
unknown ethnicity, the ten students would be prorated into the
other six categorles according to the percentage that each
category represents of the ninety students whose ethnicity is
known.
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uco
1976
1977
1978

ucI
1976
1977
1978

UCLA
1976
1977
1978

ucsD
1976
1977
1978

UCsF
1976
1977
1978

UC TOTAL
1976
1977
978

LOMA LINDA
1976
1977
1978

STANFORD
1976
1977
1978

usc
1976
1977
1978

PRIVATE TOTAL
1976
1977
1378

GRAND TOTAL
1976
1977
1978

Degrees Conferred Medicine, By Sex and

TABLE MO-1

American
Non- Black Indian/ Asian/
Rasident Non~- Alaskan Pacific
Alien Hispanic Nacive Islander
M F I} F | F M F
0 b3 2 3 1) 1 ] 2
2 0 S 1 a 0 18 2
0 0 2 1 1 0 a 1
2 2 0 0 ] o 5 aQ
2 0 3 0 1L 0 7 1
1 a 7 2 1 1 4 Q
2 2 2 1 a 90 13 0
Q 1 6 2 1 a 16 2
1 [+] 5 2 2 a 11 1
Q L 3 2 1 0 3 0
2 L ] g 0o 0 ] 1
[+] 0 k] 0 o0 o0 k| 1
1 1} 8 3 o o0 15 4
0 1 12 2 1 0 7 1
0 0 7 2 0 0 14 1
5 -] 15 9 1 1 44 [
6 3 26 5 i o 54 7
2 0 24 7 4 1 40 4
13 1 3 1] 1 0 7 0
8 2 4 1 1 0 7 2
7 2 8 ¢ 1 o 2 1
0 0 2 0 0 o© 0 1]
2 o] 3 2 1 0 2 3
2 v} 10 0 i 1 4 ¢
0 0 4 0 0 1] 5 3
1] a 2 0 0 0 ] 1
1 1 1 2 1 ¢ [ 1
13 i 9 0 1 0 12 3
10 2 9 3 2 a 14 -]
10 3 1§:] 2 3 1 10 2
18 7T 24 9 2 1 56 9
16 5 35 8 5 Q 68 13
12 3 43 9 7 2 50 [
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Ethnicity
White
Non-

Hispanic Hispanic Total
v F v F M F
2 3 54 23 66 33
5 Q 51 17 a1 2
6 0 46 24 63 26
1 o0 52 12 60 14
4 0 51 14 a7 15
3 2 45 11 &1 16
6 2 1lla 16 137 21
5 1 1loa4 20 132 26

15 2 95 18 129 23
5 L 36 13 48 17
2 1 a2 4 52 7
2 0 59 20 67 21
5 1 91 28 120 36
4] 4 75 0 10l 38
6 4 70 44 97 51

19 7 347 92 431 121

22 6§ 323 85 433 137

32 8 315 117 al7 137
3 1 110 18 137 20
2 0 109 15 131 20
1 1 98 22 117 26
4 0 50 16 56 16
9 1 63 21 BO 27
& 3 46 21 69 25
5 a 77 19 91 22
7 1 94 24 108 26
7 1l 92 25 106 30

12 1 237 53 284 58

18 2 266 60 319 73

14 5 236 68 292 81

31 8 384 145 715 179

40 8 589 145 752 210

46 13 551 185 709 218

74
82
76

158

152

&5

88

156
139
148

352
570
554

157
151
143

72
107
94

113
134
136

342
sz
3713

894
962
327



TABLE MO-2

Fall Enroliment, Medicine, By Sex and Ethnicity

American
Noa~ Black Iadian/ Agiran/ White
Resident Non- Alaskan Pacific Non-
Alien Hispanic Native Islander Hispanic Hispanic _Total = All

4 F | F M F L F H F b F M F

ucp

1976 5 0 20 4 2 0 39 1l 21 4 190 o4 277 128 405

1977 11 & 16 3 3 [¢] 29 15 20 5 190 101 289 133 402

1978 10 5 14 7 2 o) 3l 16 13 4 201 1lo3 271 125 406
ucl

1976 10 0 21 9 5 1 14 3 a5 7 1863 40 248 60 308

1977 15 0 19 11 3 1 8 L 32 11 153 39 230 63 293

1978 10 z 2 17 0 a a a4l 7 186 36 247 65 312
UcLa

1976 2 2 20 6 I 0 43 S 49 8 362 98 479 119 598

1977 4 2 21 11 2 a 43 7 47 11 332 102 449 133 582

1978 7 s 20 14 1] 0 50 11 34 14 333 106 444 151 595
UCR

1976 Not operatiopal umtil 1977

1977 [+] 4] 0 0 0 Q 1} 4 0 ] 12 0 12 4 16

1978 g 4] 0 [} 0 1] 5 3 Qo 0 22 5 27 ] 35
UcsD

1976 5 1 7 2 Q 1 28 9 17 2 221 47 278 62 340

1917 3 1} 8 3 0 1 3 13 17 1 237 64 298 82 380

1978 5 0 8 3 1 1 & 12 25 4 269 67 333 87 420
UCSF

1976 0 1 32 20 3 0 53 14 56 19 2464 148 2388 202 590

1977 1 0 28 19 o 1 65 19 SB 20 248 154 400 213 613

1978 1 22 23 2 Q 61 23 33 2z 260 158 1399 227 626
Uc TOTAL

1976 22 4 100 41 13 2 177 47 178 40 1180 437 1670 571 2241

1977 34 [} 92 52 8 3 178 59 174 48 1172 460 1658 628 2286

1978 34 14 86 64 5 1 199 68 166 51 1231 475 1721 673 2394
LoMA LINDA

1976 22 1 24 4 1 1 21 6 6 2 381 101 455 117 572

1977 39 1o 22 5 o 1 23 7 [ 2 378 95 468 120 588

1978 39 9 17 7 1] 1 37 13 7 1 402 109 502 140 642
STANFORD

1976 5 i 22 B8 5 4 9 7 21 9 183 71 250 102 352

1977 3 2 26 i1 & 4 12 -] 21 10 180 77 250 112 162

1978 7 3 15 14 6 3 15 9 20 9 174 65 237 103 340
Usc

1976 3 0 10 3 0 0 K} 9 3l 0 381 93 436 105 541

1977 6 1 12 8 2 2 29 10 42 4 370 B85 460 111 S71

1978 5 0 & 10 | ) 39 11 38 5 383 79 480 107 587
PRIVATE TOTAL

1976 30 & 6L 15 6 5 6L 22 S8 11 325 265 1141 324 1465

1377 S0 13 60 24 8 7 64 25 69 16 928 257 1178 343 1521

1978 51 12 &6 31 7T 6 91 33 65 15 959 253 1219 350 1569
GRAND TOTAL

1976 52 10 161 56 19 7 238 69 236 51 2105 702 2811 495 3706

1977 B4 19 152 76 16 10 242 B84 243 64 2100 717 2836 971 3807

1978 85 26 132 95 12 7 290 101 231 66 2190 728 2940 L023 3963
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From the three tables, the following relationships seem worthy of
note for the groups indicated.

Black

The number of Black graduates in medicine has increased signifi-
cantly--58 percent in just two years. In 1978, Blacks received 5.6
percent of the total degrees awarded, with public and private
institutions awarding the same percentage. Between 1976 and 1978,
California's independent medical schools registered the greatest
gains in degrees awarded to Blacks.

Blacks constituted 5.7 percent of the State's total medical school
enrollment in 1978; in the University of California they repre-
sented 6.3 percent. Enroliment of Black men is declining in both
segments, while that of Black women 1s increasing rapidly. Women
now constitute 41.9 percent of the Black medical enrollment, the
highest percentage of women medical students in any ethnic group.
However, in degrees conferred, the lead of Black men over women
continues to grow. The highest Black enrcllment in medicine (12.5%)
is at the University of California, Irvine; the lowest (2.6%) is at
the University of California, San Dlego.

Hispanic

The number of degrees awarded to Hispanics--most of whom in Cali-
fornia identify themselves as Chicanos--increased 51 percent be-
tween 1976 and 1978. Both the independent and public segments
showed growth, with the University of California's somewhat greater.
Chicanos now account for 6.3 percent of the degrees conferred, and
7.5 percent of the current enrollment in California medical schools.
Enrollment of males is decreasing, but enrollment of Chicanas is
increasing. The highest enrcllment of this minority group (15.4%)
is at the Unlversity of California, Irvine; the lowest is at the
University of Califormia, Davis (4.2%), in the public sector, and
at Loma Linda University (1.2%), in the independent sector.

Asian

Asians are the only minority group whose members are represented in
the medical profession in the same proportion as in the general
population. Although the number of degrees awarded to Asians
declined somewhat between 1976 and 1978, their enrollment in medical
schools increased 27.4 percent during that period, including a 46.4
percent increase in the number of women. Asians constitute 9.9
percent of the current enrollment in medical schools, the largest
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portion of which is in the University of California. The highest
Asian enrollment in four-year medical schools (13.4%) is at the
University of California, San Francisco; the lowest (3.6%) is at
the University of California, Irvine.

American Indian

This small minority group is surprisingly well represented in medi-
cal education, having recelved 1.0 percent of the degrees awarded
in 1978 and representing .5 percent of the enrollment. Numbers are
so small for this group that any generalization may be risky, but
it appears that enrollment of American Indians has declined signifi-
cantly between 1976 and 1978 while the number of degrees conferred
has tripled. Women represent a sizable portion (36.8%) of that
enrollment. Stanford University is the leader in Indian enrollment
with 47.4 percent of those currently enrolled in California medical
schools; it also graduated 22.2 percent of the American Indians who
finished medical school in California in 1978.

Women

By several measures, women are the most underrepresented group in
medicine. Women are particularly underrepresented in proportion to
the number who recently have obtained bachelor's degrees, perhaps
the most basic measure of eligibility for professional education.
Enrollment of women 1s 1ncreasing faster than total medical school
enrollment in California; between 1976 and 1978 their enrollment
grew by 14.3 percent, compared to an overall 6.9 percent increase.
(The increase was even greater in the University of California.)
Because the enrollment base is much smaller, however, the total
number of women is still much smaller than that of men. In the
University of California, the highest percentage of women enrolled
in medical school (36.7%) is at the San Francisco campus, and the
lowest (20.7%) is at the San Diego campus. In the private sector,
Stanford enrolls the most women (19.1%)}, and the University of
Southern California, the fewest (13.5%).

General Assessment

Measured on the basis of recent college graduating classes, most
ethnic minorities are reasonably represented in medical school.
American Indians are slightly underrepresented, but women are
significantly underrepresented. Measured on the basis of the
composition of the State's total population, Blacks, Chicanos, and
women are underrepresented in medical schools, although Black
underrepresentation ie much less severe. On the same basis, Asians

-158-



and whites are overrepresented in medical schools. American Indians
are represented in the same proportion in medical schools as in the
general population.

The lack of data covering more than three years makes it difficult
to assess progress in achieving a more representative distribution
by sex and ethnicity in medical school enrollment, but some signi-
ficant comparisons are possible. Considering the fact that the
proportion of minority students enrolled in medical school in Cali-
fornia generally exceeds the proportion of these in recent college
graduating classes (Table MO-3) and considering the fact that a
somewhat higher percentage of minority applicants is admitted to
medical school in California than white applicants (Tables M-15a
and M-15b, Chapter I), it seems reasonable to conclude that the
number of minority students admitted to medical school is in direct
proportion to the number graduating from college and applying to
medical school. Achieving greater minority enrollment in medical
school would thus appear to depend initially on achieving greater
minority enrollment at the undergraduate level.

For women, the opposite is true. Their share of degrees awarded in
recent years approaches their proportion of the general populationm,
but they have not been enrolled in medical schools in a similar pro-
portion. Furthermore, as Table M-13 in Chapter I indicates, the
ratlo of California women who succeed in gaining admission to medical
school is no better than that of all applicants. Growth in their
enrollment, however, is currently rapid enough to suggest a signifi-
cantly larger share soon for women in medical school enrollment.

NURSIRG

Data on sex and ethnicity are somewhat harder to obtain for nursing
than for most of the other health fields. This difficulty 1is at-
tributable to the fact that the Higher Education General Informa-

tion Survey (HEGIS), the primary information source for this Planm,
does not provide the necessary discretemess at the baccalaureate or
associate degree level to identify nursing students. The Commission’s
information system contains data for the public four—year nursing
programs, but none for independent institutions and two-year programs.

Table NO-1 shows baccalaureate degrees conferred in nursing, by sex
and ethnicity, in California public institutions for 1976, 1977,
and 1978. Omitted from this table are those programs which award
degrees to nurses who have previously been licensed as R.N.s.
Tables NO-1 and N0O-2 are arranged in a ten-column non-HEGIS format,
inasmuch as the data they contain are collected in this form from
public institutions. No comparisoms to programs in independent
institutions are possible because of the lack of ethnic data for
these programs.

Table NO-2 shows fall enrollment in nursing programs in public
four-year institutions for 1976, 1977, and 1978.
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Comparisons to Other Populations can be made with respect to the
sex and ethnicity of nurses, as shown in Table NO-3. The percen-
tages for ethnic groups in this table do not add to 100 because
"Non-Resident Alien," "Other,"” and "No Response” categories are not
included. High school graduatiomn, rather than college graduation,
1s used as the basis of the eligibility pool, inasmuch as nurging
programs do not require a B.S, degree as a prerequisite. It should
be noted, however, that the only demographic information available
is for high school seniors, rather than high school graduates,

TABLE NO-3

Comparison of Baccalaureate Nursing Students and
Graduates to Other Populations, by Sex and Ethnicity

American
Black Hispanic Asian Indian White Male Female

Total Calif.
Population
1976 7.7% 15.8% 3.7% .5

High School
Seniors in
Calif. 1973 7.9 12.7 3.1 A 75.9 N/A N/A

Nursing Enroll-
ments 1978
Public Sector 5.9 5.2 8.4 .7 64.8 7.6 92.4

Nursing B.S.
Degrees Awarded,
1978 3.4 3.8 7.1 iy 74.2 5.5 94.5

Nurses Licensed
in Calif. 1975 2.8 .8 11.0 .2 86.5 1.9 98.1

e

71.5% 49.8Z 50.2%

Sources: Population figures from Department of Finance; composition
of nursing work force from Functional Task Analysis Study,
Department of Health; high school seniors from University
of California Student Affirmative Action Plan.

Because there are significant gaps in these data, any conclusions
must be drawn cautiously.
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Black

Enrollment of Blacks in public four-year nursing programs declined
between 1976 and 1978, both in numbers (down 24.9%) and in percentage
of the total nursing enrollment (down from 7.5% to 5.9%). This
decline occurred in virtually every public educational institution

in California. Enrollment of Black men is only 2.7 percent of the
Black enrollment in nursing, the lowest percentage of males in any
ethnic group. The highest percentage of Blacks in nursing (13.6%)
was at California State University, Los Angeles.

Hispanic

Enrollment of this minority group in nursing increased by 7.2
percent between 1976 and 1978, going from 4.6 percent of the total
nursing enrollment to 5.2 percent. The enrollment of men seems to
fluctuate, but stood at 9.8 percent of the Chicano nursing enroll-
ment in 1978. The nursing school with the highest percentage of
Chicano enrollment (8.6%) is at California State University, Los
Angeles.

Asian

Enrollment of Asians, including Filipinos, in nursing remained
fairly steady between 1976 and 1978, but the number of Filipinos
has increased significantly while the number of other Asians has
declined. Men accounted for only about 3.5 percent of the total
Asian enrollment in nursing in 1978. The highest percentage of
Asians enrolled in nursing (19.2%) is at San Francisco State
University.

American Indian

Enrollment of American Indians in nursing programs remained low and
trendless from 1976, constituting .7 percent of the total nursing
enrollment at the beginning and end of that period. Although the
numbers are too small to be statistically significant, it is inter-
esting to note that males represented 13.0 percent of total earoll-
ment of American Indians in nursing in 1978. No institution had
more than 1.5 percent of its nursing enrollment made up of American
Indians.

Women and Men

Men, of course, are the underrepresented sex 1in nursing. Male en-
rollment did not grow significantly between 1976 and 1978, although
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the percentage of men enrolled went from 6.8 percent to 7.6 percent,

primarily because of a 6.3 percent decline in the number of women
enrolled.

Sex and Ethnicity Data on QOther Nursing Programs

Cnly fragmentary data on sex and ethnicity exist for nursing programs
in the independent sector and for two-year nursing programs. Table
NO-4 indicates the distribution by sex of B.S. degrees conferred in
nursing in independent institutions of higher education in Califormia.

TABLE NO-4
B.S. Degrees Conferred, By Sex, Independent Institutions

1972 1973 1974 1975 1976 1977 1978
M F M F M F M F M F 4 F M F

Biola o 22 N/A 0 28 o 29 Q 39 1 43 N/A
Loma Linda 0 66 N/A 2 72 2 81 1 76 1 B0 3 8l
Mt St Mary's O 34 N/A 0 63 0 73 0 73 0 68 L 75
Pt Loma N/A N/A P 30 2 26 1 34 1 32 Q 41
Umiv of S F 1 78 N/a 1 104 2 108 1 113 I il9 N/A

Similar information on degrees conferred by sex exists for two of the
four hospital diploma nursing programs; for one other hospital such data
exists for enrcllment but not degrees. Table NO-5 displays the informa-
tion as furnished to the Commission by the hospitals.

TABLE NO-5

Diplomas Awarded and Enroliment by Sex,
Hospital Nursing Programs

1372 1973 1974 1975 1976 1977 1978
M F M F v F k| F | F ! F M F
5t Luke's N/A N/A 4} 34 0 44 0 41 2 a9 N/a
Merritt N/aA 1 63 2 69 1 82 2 77 3 70 N/a
L.A County Medical
Center (enrollment
rather than degrees
conferred) 19 434 27 452 21 38& 22 353 19 241 N/A N/A
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The same institutions reporting in Table NO-5 also report ethnicity,

but not in a way that permits matching that factor with sex.
Overall totals by ethnicity are displayed in Table NO-6, using

diplomas conferred by St. Luke's and Merritt, and enrcllment for the

Los Angeles County Medical Center.

TABLE NO-6

Diplomas Awarded and Enrollment, by Sex,
Hospital Nursing Programs

American
Black Hispanic Indian Asian White Other
St. Luke's
Diplomas Awarded
1974 33 1
1975 1 1 40 2
1976 41
Merritt
Diplomas Awarded
1974 1 2 68
1975 1 82
1976 2 1 1 75
L.A. County Medical Ctr.
Enrollment
1974 71 92 5 23 214
1975 75 88 17 195
1976 47 42 17 154

It 15 very difficult to generalize from Tables NO-5 and NO-6 about
the distribution by sex and ethmicity of enrollment and diplomas
conferred. Generalizations about the ethnicity of students that
seem appropriate to the two northern California hospitals are
contradicted by the data from the one southern California hospital
which reported.

Community College nursing programs can also be compared to some
extent. WNo ethnicity data are available because of the limits of
the HEGIS procedures, but the sex of graduates in certain two-year
fields, including nursing, can be identified. Table N0-7 contains
degrees conferred, by sex, for the last four years in California
Community Colleges.
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TABLE NO-7

Associate Degree Nursing Programs

School

American River
Antelope Valley
Bakersfield
Cabrille
Cerritos
Chabot
Chaffey
C.C of
College
College
Collage
College

San Francisco
of the Desert
of Marin
of the Redwoods
of San Mateo
College of the Sequoias
Compton College
Contra Costa
Cuesta
Cypress
De Anza
East Los Angeles
El Camine
Fresne City College
Golden West
Grossmont
Hartnell
Imperial Valley
Long Beach City College
L.a City College
. Harbor College
Pierce
Southwast
. Trade=Technical
LA Valley
Los Yedanocs
Merraite College
Modesto J C
4t. San Antonio
Napa
Chlione
Palomar
Pasadena City College
Rio Honde
Raiverside City College
Sacramento City College
Saddleback
San Bernardino Valley
5an Diego City
San Joaquin Delta
San Jose C.C. -
Evergrean Valley
Santa Ana
Sapta Barbara C.C.
Santa Monmrca C.C
Santa Rosa C C.
Shasta
Selano
Southwastern
Ventura
Victor Valley

[N 2 al
B ode 3 B

Totals

Source

Degrees Conferred, By Sex

1974~ 1975- 1976~ 1977~
1875 1976 1977 1978
4 F M F M F H F
3 59 4 34 3 23
P 24 2 29 2 32 & 30
7 Gl 4 44 1 27 3 32
+ 3 2 3B 2 32 1 33
[ 67 5 74 5 17 5 72
¢ 5l 0 0 2 3l 1 49
5 52 4 30 2 68 3 65
2 49 5 53 0 54 7 36
5 51 6 52 11 48 18 72
327 3 48 2 42 2 &0
2 24 2 27 2 20 4 26
l 7 2 4l 3 43 6 1
3 22 2 28
1 4l 2 45 2 46 0 37
5 72 & 6b4 6 78 7 55
2 20 4 26 L 22 5 23
4 93 5 104 11 105 7 100
3 48 1l 36 T 35 5 4
4 35l 0 ll4 8 54 9 86
752 5 &6 3 80 4 T2
9 88 4 49 6 53 11 65
4 69 5 115 11 2 8 105
5 43 6 40 6 43 3 4
0 30 L 21 3 22 0 Q
6 24
9 115 10 153 6 153 8 llé
5 38 ] Q 0 0 0 0
k 1 44 2 0 3 &5
5 60 4 48 5 48
1 52 2 39 B 56
g 115 6 48 4 71 15 142
6 124 23 130 13 115 14 178
3 18
& 38 2 46 6 44 6 48
5 32 2 47 11 83 2 42
1 42 Q k1] 2 4b 2 54
¢ 42 é 38 2 30 5 38
2 35 z 27 4 133 3 23
3 31 3 62 2 46 3 53
8§ 129 5 98 11 102 10 120
2 1e4 1 &3 8 79 6 73
g 66 3 60 2 8l 8 83
7 48 2 38 5 58 3 48
3 58 3 Sé 2 51 3 57
3 51 3 36 4 58 4 B2
3 27 4 26 4 25 4 27
3 52 10 39 3 43 2 38
5 50 5 43 4 59 4 39
5 26 3 25 6 44 4 56
3 29 2 14 < 32 3 17
2 59 3 34 4 58 1 58
8 40 0 0 0 0 0 0
1 33 2 30 2 34 9 36
3 55 4 31 2 3 4 30
3 28 4 30 2 33 6 32
3 35 4 51 3 47 2 69
6 22 3 26
215 2829 196 2603 231 2682 272 2523
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During the period covered by these data, the percentage of men in
Community College nursing programs has climbed from 7.1 percent to
8.5 percent. This figure is slightly higher than the percentage of
men in public four-year nursing programs, and much higher than the
percentage of those in private four-year nursing programs.

General Assessment

Chicanos are significantly underrepresented in public four-year
nursing programs, Blacks are slightly underrepresented, and Asians
and American Indians are overrepresented, compared to the general
population. Whites also appear to be underrepresented, but pro-
rating the "Other" and "No Response' answers back into the ethmic
categories would probably eliminate this. It is unfortunate that
data on ethnicity are not available for Community College nursing
programs, which supply the bulk of the nurses trained in California.

Enrollment of men does not appear to be growing in four-year nur-
sing programe, but is growing in two-year programs. In both cases,
male enrollment represents a somewhat higher percentage than does
the current ratio of men in the nursing work force. Male enroll-
ment In private four—-year programs remains quite low, and most
diploma programs also report only a few men enrolled.

DENTISTRY

The distribution of students and graduates in dental education, by
sex and ethnicity, is displayed in Tables DO-1 and DO-2. Because
of incomplete reports from private institutions, gaps exist in the
data in each table.

Similar data exist on enrollments in dental schools. Even though
one year's enrollment data for one institution is missing, the
totals for the first and last year of the three-year period are
conplete.

Table DO-3 displays comparisons between the sex and ethnicity
displayed in Tables DO-1 and DO-2 and Other Populations. Because
degree data for 1978 are incomplete, the comparisons for degrees
will be for 1977, the last year for which data in that category is
complete.

The data in the previous three tables, while incomplete, do show

some basic relationships concerning the sex and ethnicity of stu-
dents and graduates in dental education which are worth noting.
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TABLE DO-1

Dentistry, Degrees Conferred, by Sex and Ethnicity

American
Nen- Black Indzan/ Aaran/ White
Resident Non~ Alaskan Pacific Non~-
Alien  Hispanic _Native Islander Hispanic Hispanic _Total = All
M F M F M F . | F M F “ F M F
UcLA
i9876 0 0 3 [v] 1 o 9 1 11 2 51 T 5 10 8S
1977 2 2 3 1 3 1 4 2 3 0 49 24 64 20 94
1878 3 Q 5 ] a li] 17 6 7 1 47 20 79 27 106
UCSF
1976 1 1] L} o a 0 11 4 5 0 61 2 83 6 89
1377 0 1 3 1 [+ I 3 1 5 0 56 6 647 9 16
1978 0 0 7 1 1 0 12 2 11 0 49 5 80 8 88
UC TOTAL
1976 1 4] 8 o 1 o 20 5 16 2 112 3 158 16 176
1977 2 3 -] 2 3 L 7 3 8 0 105 30 131 39 170
1978 k] a 12 1 1 0 29 8 18 1 96 25 159 35 194
LOMA LINDA
1976 3 1] 0 1 o 0 7 0 2 2 49 2 sl 5 66
1977 6 0 0 [+] 0 o 5 1 1 0 50 3 62 4 66
1978 k} 1 1 1 o o 3 0 1 0 61 2 69 4 73
Top
1976 4] 0 0 Q 0 0 9 1 3 0 105 7 117 8 125
1977 3 1 i Q o o 15 2 1 0 103 11 123 14 137
1978 0 0 ] Q o o 18 3 1 o 97 8 116 11 127
usc
1976 3 3 7 1 o0 o 22 1 11 0 97 2 140 7T 147
1977 4 0 0 ¢] 4 0 15 o 11 0o 93 5 127 5 132
1978 5 1 5 4] o 0 2 3 ? 6 75 10 114 20 134
TOTAL PRIVATE
1976 9 3 7 2 o 0 38 2 16 2 251 11 318 20 333
1977 13 1 1 ¢] & 0 35 3 13 0 266 19 312 23 335
1978 3 2 6 1 ¢ 0 43 & 9 6 233 20 299 35 32%
GRAND TOTAL
1976 10 3 1s 2 1 0 S8 7 32 4 363 20 476 36 512
1977 15 4 7 2 7T 1 42 6 21 0 351 49 443 62 505
1978 11 2 13 2 1 0 72 1l4a 27 7 329 45 458 70 528
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UCLA
1976
1977
1978

UCsF
1976
1977
1978

UC TOTAL
1976
1977
1978

LOMA LINDA
1976
1977
1978

yop
1976
1977
1978

usc
1976
1977
1978

PRIVATE TOTAL
1976
1977
1978

GRAND TOTAL
1976
1977
1978

TABLE DC-2

Denti1stry, Fall Enrollment by Sex and Ethnicity

Non~-
Resident
Alien
M F
10 &
10 2
4 1
1 1
1 0
1 0
1l 5
11 2
S 1
13 0
12 3
15 7
0 4]
0 0
1 Q
17 6
37 9
15 4
50 6
49 12
31 11
ol 11
&0 14
36 12

Black
Non-
Hispanic
M F
19 1l
23 13
12 23
18 9
21 8
14 1o
a7 20
L 26
3a 33
k| 4
2 2
i1 3
1 0
0 0
0 ]
15 3
8 3
-3 2
19 7
10 5
? 5
56 27
54 31
40 38
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American
Indian/ Asian/
Alaskan Pacific
Native Islandsr
M F M 3
4 1 40 15
1 ] 55 20
2 0 47 19
2 0 53 6
3 @ 71 11
3 0 82 12
6 1 93 21
& 0 126 31
5 0 129 31
0 1 8 1
aQ 1] 18 &
0 0 21 10
1 o 52 9
9 0 56 9
1 a 55 10
4 [+] 52 -]
3 ¢ 61 5
5 a 95 13
5 1 112 16
3 a 135 1a
6 0 171 33
11 2 205 37
7 0 261 49
1l 0 300 654

Hispanic
M F
35 7
54 6
40 )
49 2
45 4
45 5
34 9
99 10
95 13
2 1
3 0
7 1
5 1
5 1L
4 1
45 9
a7 10
39 9
52 11
45 11
50 11
136 20
144 21
145 24

White

Non-

Hispanic Total

M F M F
204 76 312 114
208 81 351 127
175 68 287 119
209 27 332 45
198 25 339 48
196 33 341 60
413 103 644 159
406 106 690 175
371 101 &28 179
169 6 195 13
181 3 216 17
126 4 230 25
302 33 36l 43
307 30 368 40
297 32 358 43
27 26 480 50
306 32 452 59
300 33 460 6l
798 65 1036 106
794 70 1036 1lé
783 69 1048 129
1211 168 1651 263
1200 176 1726 291
1154 170 1676 308

ALl

426
478
406

3
387
401

803
865
807

208
233
255

404
408
401

530
11
521

1142
1152
1177

1814
2017
1984



TABLE DO-3

Comparison of Students and Graduates
in Dentistry to Other Populations

American
Black Hispanic Aslan Indian White Hale Female
Total Califormia
Population 1976 7T 7% 15 8% 1m 5% 71 5% 49 8% 50 2%
B § Degrees Awarded
1977 4 & 49 6.9 8 79 9 55 1 44.7
Dentistry Enrollment
1278
uc 82 13 4 13 8 6 58 5 77 8 22 2
Private 10 52 17 3 5 72 4 8% 0 11 ¢
Total 39 8 6 18.3 & 66.7 84 5 15 5
Denrtistry Degreas
Conferred 1977
uc 4.7 47 59 24 79 4 771 22.9
Private 3 39 11 3 12 7% 1 93 1 6.9
Total 18 42 95 leé 79 2 87 7 12 3
Deatists in Californza* N/A N/& N/A N/A N/A ¥/A N/A

*A 1976 survey by the American Dental Assocration reportaed that naticaally Blacks con-
stituted 1 8 percent of the dental profession, and Women 1 0 percant Data were not
available for othar groups

SOURCE  Population figures from Department of Finance

Black

While Blacks are well represented mmerically in dental school
enrollments in the University of California, and poorly represented
in independent dental schools, their share of degrees conferred is
substantially less in both sectors. Since there are more indepen-
dent institutions with dental programs, the net preportion of
Blacks in dental education is fairly low. Women now represent half
of the Black dental enrollment at the University of California, and
a significant portion in the independent sector. In both sectors,
however, this proportion has not yet been reflected in degrees
conferred.

Hispanic

Dentistry is one of only two health sciences fields in which Chicanos
are represented more fully than Blacks. In the University of
California, the percentage of Chicanoc dental enrollment approaches
the percentage of Chicanos in the general population. Women make

up 14.5 percent of the dental enrollment of this group, not so

large a proportion as that of Black women.
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Asian

Asians are extremely well represented numerically both in enrollment
and degrees conferred in dentistry, and in both the public and
independent institutions. Women students, however, do not represent
a sizable portion of Asian enrollment.

American Indran

Because of the small numbers of students involved in dentistry, any
generalizations about American Indians must be restricted to the
particular time and place of the data, and cannot be used to suggest
any sort of established relationship or trend. American Indiane
seem to have graduated in 1977 in greater numbers than their propor-
tion of the general population (.5%) would suggest, but their 1978
enrollment reflects a percentage comparable to that of the general
population which is American Indian.

Women

The University of California enrolled women in dentistry in 1978 at
twice the rate of independent institutions, and in 1977 graduated
more than three times as many women. Nevertheless, even in the
University of California, women in general are underrepresented in
dentistry by any measure, although as noted earlier, Black women
are represented adequately in terms of numbers.

General Assessment

Dentistry is a field in which minorities and women in the University
of California have been enrolled at reasonably high levels, but

this enrollment has been offset by considerably lower enrollments

in independent institutions. 2/ The University enrollments augur
for a higher number of minority and women graduates in the near fu-
ture. Because data are not presently available on the composition
of California's dental work force, by sex and ethnicity, it is im-
possible to infer what impact the present enrollment mix will have
on the profession of dentistry.

2/ An interesting area for future study is the possible effect of
tuition in independent ingtitutions on enrollment of women and
ninorities in the health professions.
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PHARMACY

The distribution of students and graduates in pharmacy, by sex and
ethnicity, 18 displayed in Tables P0O~1 and PO-2.

Similar data are available concerning enrollments in pharmacy, but
the data are not so complete for students as for graduates.

Comparisons between the data in Tables PO~1 and PO-2 and other key
populations are contained in Table PO-3. Because of the incomplete-
ness of enrollment data for 1978, enrollment comparisons are for
1977, the only year with complete data in that category.

The data in the previous three tables, although incomplete, do show
interesting relationships concerning the sex and ethnicity of stu-
dents and graduates in pharmaceutical education.

Black

Blacks are well represented proportiomately in the University of
California pharmacy enrollment, but considerably less so in the
three independent institutions with pharmacy programs. Women
outnumber men among Blacks enrolled in pharmacy, althoupgh women do
not yet receive as many degrees as do men.

Hispanic

Enrollment of Chicanos in pharmacy is rather light in both the public
and independent sectors, although the number of degrees awarded to
Chicanos has more than tripled during the period 1976-1978. Enrollment
of women is not large, except at the Unlversity of the Pacific where
fragmentary data show that more than half of the Chicanos enrolled in
pharmacy are women.

Asian

Asians have obviously identified pharmacy as a particularly desirable
field. In the University of Califormia over 40 percent of the degrees
awarded in pharmacy in 1978 went to Asians, compared to the slightly
more than 45 percent which went to whites. Women outnumber men in Asian
pharmacy enrollment at the University, although men still lead in
degrees conferred. In the independent schools, the percentage of Asian
enrollment is even higher than in the University, although there are
considerably fewer women enrolled. Also, in the independent insti-
tutions, the percentage of degrees conferred to Aslans 1s roughly the
same as the percentage of thelr enrollment. At the University, Aslans
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TABLE PO-1

Degrees Conferred, Pharmacy, by Sex and Ethnicity

UCSF
1976
1917
1978

Usc
1976
1977
1978

UOP (Pharm.D )
1976
1977
1978

UoP (B.S )
1976
1977
1978

ucsr¥
1976
1977
1978

usc
1976
1977
1978

UOP (Pharm.D.)
1976
1977
1978

Uor (B.S.)
1976
1977
1978

Non-

Resident
Alien
H

(=N = =] Q0 ~J Ln oo

Noo

F

coo - -

[l -+ ]

Black
Noa-
Hispanic
M F
] 4]
0 3
2 3
0 2
1 4
1 1
1 [}
1 1}
L 0
Q0 1
1] 1
2 Q

Amperican

Fall Enrollment, Pharmacy, by Sex and

Non-
Resident
Alien
M F
4 &
4 6
6 4
19 6
11 7
5 5
il 15
19 12
21 8
4 3
9 &
3 6

Black
Non~-
Hispanic
M F
11 18
13 20
17 17
10 10
5 1¢
4 3
1 1
1 1
1] &
2 1
2 0
1 0

Indian/ Asian/ Whita

Alaskan Pacafic Non-

Native Islander Hispaoic Hispanic _Total
M F . | F M F M F . | F
0o o 8 19 2 o 29 3 39 22
0 o 17 le 3 o 29 21 50 41
o 0 21 15 4 0 25 1s 52 26
1 0 25 16 1 0 56 18 &8 38
O 0 220 13 5 1 65 25 98 44
i ¢ 23 15 3 0 66 20 104 37
o 0 28 13 1 0 90 32 120 45
g 0 42 7 0 0 67 20 1llo 27
a o 28 8 4 o 63 29 96 37
g a 3 5 1 0 26 9 30 15
9 0 7 2 1 a 32 18 40 21
0 o0 5 4 2 Z 17 12 28 18
TABLE PQO-2

Ethnicity

American

Indaan/ Asran/ Vhite

Alaskan Pacific Non~

_Native lIalapder Hispanic Hispamic _Total
M F M F M F . | F M F
0 0 54 60 24 5 122 98 215 185
o 0 56 58 22 5 134 109 229 193
o0 0 52 63 21 5 132 126 228 215
5 0 99 &9 22 6 245 116 400 207
4 2 117 68 234 6 225 115 396 208
1 2 123 1M 20 11 216 135 369 240
Q 1 96 23 16 & 187 81 3321 135
2 0 95 39 8 5 166 92 291 149
k| 1 75 4B 6 7 143 B8 248 156
4] 1 16 19 5 k| 71 42 93 69
a o0 14 19 6 3 59 33 90 61
g 0O 20 19 6 2 62 ¥ 94 B3
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TABLE PO-3

Comparison of Students and Graduates
1n Pharmacy to Other Populations

fthnac Group Sex
American
Black Hispamic Asian _Indian White Male Female
Total California
Population 1976 T % 15 8% .7 5% 71.5% 49.8% 50.2%
B.S Degrees Awarded,
Califormia 1977 4.6 4 9 6.9 3 79 9 33.3 e, 7
Pharmacy Enrollment
1977
uc 78 € 3 26.7 56.9 53.6 46, b
Privata 1.6 52 29 5 7 57.9 65.0 35.0
Total 3.2 55 28 7 5 57 & 62 0 38.0
Pharmacy Degrees
Conferred 1978
uc 5.7 4.6 40.9 45.5 59 1 4n.9
Private 16 41 26.3 9 64.3 712 28.8
Total 2.4 4.2 29.5 7 60.2 68.5 il.5
Pharmacists 1o
Califormia, 1973 Survey 4,2 1.7 12.7 N/A 82.9 88 ¢ 12.0

SOURCES: Population figures from the Department of Finance; pharmacist data from the
John Wong HReport.

represented 26.0 percent of the enrollment in pharmacy, but re-
ceived 40.9 percent of the degrees conferred in 1978.

American Indian

American Indians are reasonably represented in both enrollment and
degrees conferred in pharmacy. The University of California has no
American Indians enrolled in pharmacy, but the University of South-
ern California has enough to offset that absence. No Information
18 avallable concerning the number of pharmacists in California who
are American Indians.

Women

Women are extremely well represented numerically in pharmacy enroll-
ment 1n the University of California (48.5%), and account for more
than 40 percent of the degrees conferred. While women are not so
well represented in independent institutions, they account for

about one-third of the pharmacy students and graduates.
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General Assessment

Pharmacy appears to be a2 field in which Asians and women have taken
special advantage of educational opportunities, to the point where
white males——usually the dominant group in health science fields—
are in a minority of graduates (46.4% in 1978) and enrollment
(35.4% in 1977). Whites, overall, occupy fewer than six out of ten
gseats in pharmacy schools. Blacks are reagsonably well represented,
but Chicano enrollment remains light.

CPTOMETRY

The distribution of students and graduates in optometry, by sex and
ethnicity, is displayed in Tables 00-1 and 00-2.

The demographic data in Tables 00-1 and 00-2 are compared to data
for Other Populations in Table 00-3.

From the three tables, the following inferences may be drawn about
the participation of ethnic minorities and women in optometric
education.

Black

Blacks are consistently underrepresented in optometric educatiom.
Although there were more Black graduates in 1978 than in the two
previous years, Black enrollment dropped. The University of Cali-
fornia enrolls a higher percentage of Blacks than does the one
private institution, although numbers are very small in both.

Hispanic

Optometry, like dentistiry, is a field in which Chicanos are repre~
sented more fully than Blacks. Nevertheless, Chicanos are gener-
ally underrepresented, except when compared to the eligibility pool
of recent B.S. graduates. In the University of California, a
reasonable percentage of Chicanas are enrolled in optometry, but
the percentage is quite low in the independent institutions.

Asian

Optometry, like the other health science fields, is particularly
attractive to Asians, who constitute more than one-quarter of the
optometric enrollment in the University of California. Asian
enrollment in the independent sector 1s proportionately much smaller.
In both sectors, women represent a gizable share of the Aslans in
total degrees conferred (45%) and enrollment (34.4%).
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UcB
1976
1977
1978

sCCO
1976
1977
1978

TOTAL
1976
1977
1978

UcB
1976
1977
1978

scco
1976
1977
1978

TQTAL
1976
1977
1378

Resident
Alzen
| F
3 1
1 1
1 bl
] 0
4] 0
1 ]
3 1
1 1
2 Q

Black
Non~-
Hispanic
M F
2 0
4 0
1 2
0 0
[¢] 0
1 0
2 0
2 0
2 2

TABLE 00-1

~17 6=~

American
Indian/ Asian/
Alaskan Pacific
Native Islander
v F h F
0 ] 15 b
4} Q0 7 19
a 1] 7 9
0 1] 8 1
a 1] 6 1
1 V] 4 0
0 1] 23 7
Q 0 13 11
1 o 11 9
TABLE 00-2

American
Non~— Black Indian/ Asian/
Rasident Non- Alaskan Pacific
Allen Hispanic Hative Islander
M F M k4 M F v F
2 1 6 4 0 0 38 29
3 0 5 5 0 0 13 7
o] 2 3 3 0 Q 37 21
0 0 1 1 1 0 32 5
0 0 1 1 2 0 28 &
1 0 2 0 2 4 22 11
2 1 7 5 1L 0 70 34
k] 0 6 5 2 0 61 33
1 2 5 3 2 0 59 32

Fall Enrollment, Optometry, by Sex and

Whaite
Non-~
Hispanic Hispamic Total
] r v F M F
1 0 26 [} 47 13
1 ¢} 27 8 38 19
1 3 £ 6 4l 2
2 0 49 3 59 5
4 o &7 6 77 7
2 0 47 [ 56 6
3 0 75 9 106 17
5 0 94 14 115 26
3 3 78 12 97 26
Ethnmicity
White
Nou—~
Hispanic Hispaniec Total
M F ] F M F
9 4 129 31 184 69
12 4 139 21 192 63
11 2 147 ar 198 59
11 o 313 26 1358 32
10 Q0 2109 40 350 47
12 1 286 50 325 62
20 4 442 57 542 101
22 4 448 67 542 110
23 3 433 81 523 121

Degrees Conferred, Optometry, by Sex and Ethnicity

123
L4i
123

253
235
257

390
397
87

643
652
64k



TABLE 00-3

Comparison of Students and Graduates in Optometry,
by Sex and Ethnicity, to Other Populations

Ethaac Group Sex
ADeYlcan
Black Hispanic Asian Indian White Male Femaie
Total Califormia
Population 1976 773 15 3% 37 5% 71 5% 49 8% 50 2%
B 5 Degrees Awarded,
California 1977 4 6 49 69 8 79 9 55 3 &b 7
Optometry Earclleent
1978
uc 23 6 2 24 0 66 7 77 5 22.5
Private 3 34 8 & 5 86 8 846 0 16.0
Tocal 19 4 1 12 & 4 8l 8 82.2 17 8
Optometry Degress
Conferred 1978
uc 4 9 [- . 26 2 60 7 67 2 328
Private 16 33 04 16 85 5 90 3 97
Total 33 4 9 16 3 8 73 2 78 9 211
Optometrists 1o
Califormia, 1973 3 5 73 <1 90 4 97 2 28

SOURCES Population figures from the Department of Fioance; optometrist data from 1973
Report of Optomecrric Manpower Resources project.

American Indian

Ancrican Indians have not been enrolled in or graduated from the
optometry program of the University of California during the years
1976-1978. However, there has been a small number at California's
one independent optometry school-—enough to suggest that American
Indians are adequately represented in this field.

Women

Optometry remains a predominantly male field, but at the University
of California almost one-third of the graduates and almost one-
quarter of the enrollment in 1978 was made up of women. In the one
independent institution the proportions are much smaller. With
small total numbers in optometric practice, this output of female
graduates should soon be reflected in the composition of the pro-
fessional work force.

-177-



General Assessment

The progress that has been made in increasing the enrollment of
women in optometric education, particularly in the University of
California, seems to have been matched for Blacks and Chicanos.
Data available on the ethnic composition of the profession shows
that optometry has been dominated by white males, although Asians
are also well represented.

PROGRAMS TO IMPROVE EDUCATIONAL OPPORTUNITY IN THE HEALTH SCIENCES

There are a number of programs which are seeking to improve oppor-
tunities for minorities and women to pursue careers in the health
sciences. Some of these programs are targeted specifically toward
professional education in the health sciences. Others operate at
the more fundamental level of assuring that minorities and women
are adequately prepared and motivated in high school--or earlier--
to attend college, and to undertake an appropriate academic major.
The Postsecondary Education Commission has reported on the general
situation in affirmative action in California higher education in a
series of reports on Equal Educational Opportunity; consequently,
this Plan will not attempt to identify all of the programs through
which women or minorities may receive assistance en route to a
career in the health sciences. This Plan does, however, attempt to
1dentify those programs at each level which are designed to expand
enrollment of women and minorities in the health sciences.

Programs to Interest Students in and Make Them Eligible for College

In 1977, the University of California created a Task Force on
Affirmative Actlion in Graduate and Professional Enrollment. The
report of that Task Force concluded that there are many factors
that must be examined in attempting to increase minority enroll-
ment, other than simply how admissions criteria are developed and
how affirmative action programs identafy suitable applicants.

Perhaps the most significant fact is that participation
of minorities in graduate/professional school is shaped
by their participation throughout the educational sys-—
tem. Without question, a successful effort to increase
minority access in graduate and professional schools re-
quires an appropriate pool of minorities with requisite
qualifications at the undergraduate level. In turn,
minority access to undergraduate school begins with ele-
mentary, junior high and high school and the types and
pattern of courses taken. Examining the educational
attalnment patterns of minorities, it becomes clear that
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a major impediment to the establishment of an adequate
pool of minorities with undergraduate degrees qualified
to proceed to graduate and professional schools 1s thedir
lower participation rates at other levels of the educa-
tional system.

The report went on to identify a number of outreach programs which
the University was using or planned to use in reaching minority
students in the public schools, particularly in grades seven through
twelve. Under this approach the University identifies schools with
large minority enrollment, insures that the administrators of those
schools recelve accurate data on the performance of their graduates
at the University, and ldentifies the number of students in the
schools who are potentially eligible for admission to the University.
After developing plans with each school administration, the Univer-
sity enters into the "Partnership Program,” through which informa-
tion on higher education is furnished to minority students and
parents. The number of participating schools is increased each
year, as resources permit. The goals of the program are to provide
infermation on preparation for a college education to all low-
income and minority studentg, and to provide whatever special
assistance such potential students may need.

A second component of the University's outreach program is built
around early high school education. Students who have been identi-
fied and assisted in the early phases of the "Partnership Program"
are now assisted as they move through secondary education. Tutor-
ing programs and special programs, such as Upward Bound and summer
academic institutes, attempt to provide academically enriching
experiences, Other programs work to make high school teachers more
aware of the special learning needs of such students. {An example
of this type of program is the Californla Writing Project.)

Two other outreach programs also exist. One statewide program
operates 1in elementary education. This program is the Community
Teaching Fellowship Program, through which praduate students teach
mathematics to disadvantaged students in twelve elementary schools
around the State. The other is the Expanded Food and Nutrition
Program, through which nutrition assistants of the Ceooperative
Extension Service are being trained to talk with families about
postsecondary education during their nutrition counseling, and to
leave relevant materials with each family.

In addition to these campus-based programs there is a significant
community-based program designed to attract minority students into
science and technical fields by provading a variety of experiences
within local sclentific and technical establishments. This program,
called MESA (Mathematics, Engineering, and Science Achievement), has
been funded primarily by foundations and private industry, but State
funds are now going to MESA for the first time.
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All of these programs are described in more detail in the University
of California Student Affirmative Action Plan, published in May
1978.

Programs Used by Professional Schools to Recruit and Retain Minority
Students

University of Califormia

In 1979, the University of California established another task

force on increasing minority enrollment in graduate and professional
schools. The draft of this task force's report identified, campus
by campus, the special efforts which are being made by professional
schools to recruit more women and minorities. While these efforts
vary somewhat from campus to campus, there are a number of practices
which seem to be wvitilrzed frequently. These include:

« Using the Minority Graduate Student Locator of the Educational
Testing Service to identify talented minority students to whom
brochures and materials should be sent.

« Listing the institution's programs in the publication, Graduate
and Professicnal School Opportunities for Minorities.

» Conducting Partnership Programs of early outreach, with high
school and junior high visitations, summer medical-experiences
programs, and seminars on health careers with role-model
speakers.

» Conducting minority career days in the health professions.

« Corresponding with professional colleagues in institutions
with minority enrollments.

¢ Exchanging information and names among the Coordinating Com—
mittee on Graduate and Professional Advancement (made up of
the University's nine campuses), as a recrultment consortium.
o Faculty visits to college and university campuses.
There are also a number of programs which assist minority and women
students once they have arrived on campus. These support services
include:
« Various forms of financlal assistance;

« Summer orientation;

¢« Counseling;
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» Special curriculum options;
« Tutorial Assistance;

. Preparation for National Board Examinations in the health
sclences;

. Development of study and examination skills;
+ Self-instruction materials;

« Loan funds;

« Housing; and

+ Ethnic or women's organizations (e.g., "Chicanos for Creative
Medicine'" at the University of California, Los Angeles).

Independent Institutions

Special efforts have also been made by independent institutions to
recruit additional minority students in the health sciences. Those
of the University of Southern California are typical. At that
institution, the School of Medicine through a grant of $637,936
from the Robert Wood Johnson Foundation, has become the lead agency
in a consortium of six undergraduate institutions providing educa-
tional enrichment, counseling, and tutorials for disadvantaged pre-
medical students. Special loan funds assist minority students in
medicine and dentistry, and the Office of Minority Affairs identi-
fies and recruits qualified minority pre-medical students through-
out the United States. The staff of this Office offers comprehen-
sive counseling services to incoming minority students to facilitate
transition to the medical school environment.

Federal Equal Opportunity Programs in the Health Sciences

The federal government has been active in encouraging additional
enrollment of minorities in health sciences education. The princi-
pal federal effort in recruiting and retaining additional minority
health professionals is the Health Career Opportunity Program of
the Office of Health Resources Opportunity. This program is cur-
rently funding seventeen projects in California at a total cost of
$1,527,596, as followsa:
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L. UCSF School of Pharmacy $ 49,999
2. UCLA School of Dentistry 96,999
3. Nacive American Scholarship Fund, Pale Alro 40,000
4. UCSF School of Medicine 90,000
5. UCSF School of Demciarry 134,913
6. USC Schoel of Medicipe 70,000
7. UCI School of Medicine 145,000
8. Canada College 85,000
9. CCSF School of Medicipe 90,000
10 California Rural Indian Health Board, Carmichael 80,000
11. La Raza Medical Asscciation, Berkeley 95,000
12. East Bay Health Foundation, Oakland 90,000
13 East Loa Angeles Health Task Force, Los Angeles 90,000
1l4. California College of Podiatric Medicine,
San Francilsco 70,000
15. Delca Sigma Theta, Inc., San Francisco 40,000
16. Federacion Rural de Salud de California,
San Francilaco 182,587
17. MNative Americans Lo Public Health, Berkelay 75,069

These projects range in scope from community-based, health-career
orientation for young people (#12 and #13 above) to scholarships

(#3) to upgrading undergraduate students' potential for entering

professional school ({#8).

Another significant federal program is the Minority Biomedical Sup-
port (MBS) Program which encourages minority students to become
involved 1in laboratory research in the biological sciences. About
$600,000 in federal support is currently going to four MBS programs
in Califormia: California State University, Los Angeles; Charles
R. Drew Postgraduate Medical School; and the University of Cali-
fornia, San Diego and Santa Cruz.

A new federal program, authorized by PL 95-561, provides funding
for pilot projects in outreach. This program authorizes grants to
colleges to conduct programs of educational enrichment directed at
disadvantaged high school students with the aim of informing, moti-
vating, and preparing them to pursue professional health careers.
The program anticipates following students through five years of
their education, beginning with the ninth grade, a longitudinal
dimension which 1s missing from most grant programs in health
manpower.

No explanation of federal activity in the field of equal educa-
tional opportunity in the health sciences would be complete without
some reference to the Bakke decision by the U.S. Supreme Court.

The decision held that admissions practices designed to increase
minority enrollment could not utllize quotas of seats specifically
set aside for minorities, but that race-~like disadvantage--could
be a factor in admissions practices in the name of greater diver-
sity or ethnic balance in student bodies. This decision has caused
admissions procedures in some professional schools to be modified.
Because all of the students reported in the data in this Plan were
admitted to professional schools before the Bakke decision, it 1is
impossible to identify i1ts effects in these enrollment data.
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RECOMMENDATIONS

There are programs at some institutions in which some minorities

and women are enrolled i1n reasonable numbers. However, it 1s clear
that Blacks, Chicanos, and women have not participated in health
sclences education in numbers in any degree commensurate with their
proportion of the general population of California. The Postsecond-
ary Education Commission, from its inception, has endorsed the goal
that the overall composition of student populations in California'’s
institutions of higher education should approximate the sex and
ethnic diversity of the State's population. The Commission believes
it is equally important that major specialized programs of higher
education, such as health sciences education, also attain a compar-
able distribution of students by sex and ethnicity.

The data in this chapter indicate that California is still far from
achieving this goal. The recommendations which follow take into
account the seriousness of the underrepresentation of these groups,
as well as the existence of practical limitations——such as a fixed
number of places in professional schools——which may require reorder-
ing State priorities to achieve a more representative student popu-
lation and professional work force in the health sciences.

Recommendation Cne

California institutions should continue outreach, recruiting, and
admissions programs to increase the number of minority and women

undergraduates as a means of increasing the numbers eligible for

programs in the health sciences.

Recommendation Two

Monitoring of educational opportunities in the health professions
should be a part of any ongoing monitoring of affirmative action
activities by segmental headquarters and such agencies as the Cali-
fornia Postsecondary Education Commission. As a part of such moni-
toring, those special State and federal programs presently operating
to increase enrollment of ethmic minorities and women 1n the health
sciences should be evaluated by January 1, 1981, to determiné their
effectiveness.

Recommendation Three

Calafornia instatutions should continue to recruit and admit addi-
tional, qualified ethnic minorities and women in the health sci-
ences to offset the historic underrepresentation of these groups.
Women, as a group, are underrepresented in proportion to their num-
bers as college graduates, as well as their numbers in the total
population. They should be given special priority in these re-
cruiting and admission efforts.
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Recommendation Four

All entities of State government which support, govern, or adminis-
ter education, from the lLepislature to local campuses and public
school systems, should increase their efforts to identify and over-
come those barriers which have prevented minorities and women from
participating fully in professional education in the health sciences.
Such efforts should be assigned high priority in the allocation of
public resources of time and money.
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CHAPTER VII
HEALTH SCIENCES EDUCATION: SOME CONCLUDING PERSPECTIVES

In concluding this first biennial Health Sciences Education Plan,
the Commission can report to the people of the State that the
educational programs and facilities in California which prepare
physicians, nurses, dentists, pharmacists, and optometrists are
sufficient to meet the current demand for such health professionals.

Manpower problems remain in several fields, however: in medicine,
in the distribution of physicians by location and specialty; in
nursing, in the excessive attrition of trained manpower; in dentistry,
in the existence of considerable unmet need in the face of well-met
demand; in all fields, in the lack of women and certain ethnic
minorities i1n the professional work force. Admittedly, most of
these issues are primarily the concern and responsibility of health
manpower planners. At the same time, these problems affect and are
affected by both the form and content of health sciences educatioa.
Therefore, the recommendations offered by the Commission in this
Plan call for health science educators and planmers to participate
in the resolution of these manpower issues.

The Commission is now aware of both the complexity and difficulty
of health sciences education planning, particularly in a state as
large and diverse as California. Such planning is still in the
developmental stage, and many procedural and substantive aspects
of such planning will require attentionm in future plamns in this
series. Conspicuous among the unresolved issues are the follow-
ing:

+ Significant gaps still exist in the data available on health
sciences education, even though considerable progress has been
made in closing these gaps during the development of this
Plan. With the passing of time, additional years of data will
provide a sounder foundation for establishing trends. Never-
theless, additional kinds of data are still needed. Particu-
larly needed are additional data on nursing education in
Community Colleges, independent institutions, and hospitals;
current sex and ethnicity data for the work force in all
health fields; means of tracking students such as residents
through their training into their professional practice;
success ratios in licensing examinations by sex and ethmnicity
and by type of training program; and better measures of total
health care--or, ideally, of health 1tself--by geographical
area. Some of this information can best be obtained by educa-
tors, some by health manpower agencies such as the Office of
Statewide Health Planning and Development. A bill has recently
been introduced in the Legislature to require better data
collection withain the various health professions.
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« Planning and coordination is made more difficult by the exis-
tence of a number of agencies with similar respomsibilities in
the health manpower field: educational agencies, health
departments, licensure boards, professional associations,
accrediting bodies, foundations, consumer groups, governmental
agencies, etc. Educational plans exist at institutiomal,
segmental, and now statewide levels. Manpower plans with
educational implications exist at community, regional (Health
Systems Agency), State, and federal levels; manpower plans and
studies also exist within separate health professions as well.
While this overlap may lead to a fuller identification of the
issues of health sciences education and to more complete data,
it 15 difficult for any organization to emerge from this
jumble of agencies as the authoritative or credible planning
agency with the leadership necessary to be an agent of change.

s+ It 1s difficult to know, philosophically as well as pragmati-
cally, how to utilize the mid-level practitioner. Under the
general assumptions cited in the introduction to this Plan--
that health care to be cost effective should generally be
delivered by the lowest level of professional who can compe-
tently provide it, and that in general health professionals
should function within the upper reaches of their capabilities
rather than the lower--it makes good sense to call, as this
Plan has, for greater utilization of mid-level practitioners
to deliver certain kinds of health care. There 1s a danger,
however, that a two-level system of health care may develop,
with mid-level practitioners providing care to the poor while
the senior professicnals of each field provide care to the
affluent. However, 1t should be noted that mid-level practi-
tioners have been widely and effectively utilized in Health
Maintenance Organizations whose members come from a broad
spectrum of society, including the affluent; a good example is
the Kaiser Foundation.

Practical problems also exist in calling for the utilization
of mid-level practitioners in certain fields in which the
senior professionals perceive the possibility of an oversupply
of practitioners or a lack of sufficilent patients.

+ Ideally, manpower or educational planning for one health
profession should consider the potential contribution of other
health professions. In practice, however, because of the way
the professions are organized and licensed, planners generally
treat health fields as discrete territorial monopolies.
Similarly, they do not identify the health care needs of a
given community and then determine what type or combination of
health professionals can meet those needs most effectively.
Instead, planners are dependent on traditicnal views of who
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does what, and on knowing what the professicnal-to=-population
ratios are for a series of health professions in the community,
with the assumption that certain low ratios suggest the need

for certain kinds of professionals. Because of this traditiomal
view of the role of varlous health professions, i1t is difficult
to plan for the education of professionals as members of a

total health care team in a community; it is much simpler to
treat them individually as pharmacists, optometrists, dentists,
nurses, or physicians.

Planning 1n the health sciences has certain inherent limita-
tions. One is the autonomy of certain health professions.
Medicine, in particular, has a private establishment made up
of associations and accrediting/certifying bodies which exer-
cises enormous influence over the practice of medicine, and on
the educational programs which train physicians. Other limi-
tations on planning exist in the form of external influences
not subject to govermmental control. For example, the medical
malpractice insurance situation in California has influenced
the practice of medicine, with many family physicians narrow-
ing the scope of their practice to avoild extremely high Insur-
ance rates. In other instances the actions of the federal
government may operate at cross purposes with the work of
plammers at the state level. A good example is the federal
system of third-party payments for medical care. Such payments
are higher for specialized medical care in hospital settings
than for family medicine in outpatient settings. Thus, the
gtate planner has difficulty in inducing physicians and resi-
dents to be family physicians in the face of finmancial incen-
tives to the contrary. A third serious complication in health
sciences planning in California is the large number of pro-
fessionals who have been trained in other states, and the
continued influx of such people into the State in locations
and types of practice of their choaice. In one sense this
influx is a fiscal bargain for California, inasmuch as the
State has acquired highly skilled health professionals without
the costs associated with training such people; this benefit
to the State, however, may be offset if the newcomers choose
to practice in locations and specialties already amply served,
making it even more difficult for the planner to mitigate the
maldistribution problem.

The educational planner, like the health manpower planmer,
would prefer to plan toward the maintenance of wellness,
rather than the treatment of sickness, as the goal of the
health professions. Nevertheless, the system is still geared
to sickness. If the goal of health sciences education is to
train professionals who will care for the health of society,
albeit from a remedial rather than a preventive perspective,
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perhaps the postsecondary education establishment also has the
responsibility to train individuals to take responsibility for
their own health. We are ultimately responsible for our own
health--in that we are generally free to choose between health-
¢4l and unhealthful behavier--but society has the respomsibility
of educating its citizens to make intelligent choices in the
area of personal health. (It may also have to assume the

burden of caring for those citizens whose health has been
impaired by unwise choices, as much a problem today as it was

in the New Testament parable of the Prodigal Som.)

It is clear that much preventive health care can and should be
carried out by laypersons, particularly with respect to nutri-
tion, hygiene, exercise, use of tobacco and alcohol and drugs,
accident prevention, etc. Secondary and postsecondary educa-
tion institutions have traditionally tried to provide knowledge
and incentives which would enable individuals to assume respon-
gibility for these matters; unfortunately, courses in health,
hygiene, physical education, healthful living, etc., have
frequently been regarded-—and rightfully so—by both students
and teachers as banal and useless. Thankless as the task may
be, educators will have to find more effective ways of orienting
students to good health habits.

In the field of preventive health care society must assume
responsibility for those problems which can best be addressed
collectively rather than individually. In addition to pro-
viding direct health care to some people and education to all,
government is concerned with insuring air and water quality,
providing protection from toxic substances, insuring safe
working conditions, prouoting safe use of foods and drugs,
ete. Some of the results of this activity becomes controver-
si1al, in findings of fact as well as judgment: the Food and
Drug Administration's position on saccharin, opposition of
various state governments to laetrile, requirements for auto-
motive seat belts and motorcycle helmets, etc. Obviously,
postsecondary institutions educate the professionals who work
in public health, but both secondary and postsecondary educa-
tion must also equip the individual consumer to sort through
the conflicting claims of fact and the issues of personal
freedom versus governmental responsibility.

Significantly, many of the issues of health maintenance in our
society are philosophical issues, a circumstance which suggests
the need for broad educational preparation which will enable
both the professional and the patient to respond wisely at

that level. Perhaps a greater challenge to the postsecondary
education establishment than improving health sciences educa-
tion lies in doing a better job of education for health of all
Californians.
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In concluding this first biemnial Health Sciences Education FPlan,
the Postsecondary Education Commission reaffirms its confidence in
the institutions of higher educatlon, public and private, within
the State of California as responsible and effective primary re-
sources in health sclences education. Where imbalances exist in
the number and type of person being trained, in the demand for
educational opportunity compared to the need for health profes-
sionals, and in the nature and location of professional practice
chosen by graduates, the Commission believes that consultation
among all concerned parties can open the way to the planning and
coordination necessary to correct these imbalances.

Because of 1ts strong involvement in health care and the associated
costs of that care, State government has perhaps a stronger claim
to broad purview over health sciences education than to most other
forms of education. The Postsecondary Education Commission, as an
agency with roots both in government and in the academic world, is
confident that the consultation and cooperation advocated in this
Plan can facilitate the joint efforts of government and the academic
community which are needed to strengthen health sciences education
in California. Such efforts will also promote the diversity and
competency of health professionals, better health care for the
people of the State, and broader opportunities for all people 1in
California to pursue rewarding careers in the health sciences.

Even as it concludes this first Health Sciences Education Plan, the
Postsecondary Education Commission 18 beginning development of the
second Plan. The Commission anticipates working closely again with
the Office of Statewide Health Planning and Development, and taking
into account the second Health Manpower Plan produced by that agency.
The Commission also anticipates examining its own response to health
sciences education planning, including the role of goals and objec-
tives in such plamnning.
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